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“Since we’ve had him on NEOHYDRIN he can walk 
without dyspnea. I wouldn't have believed it possible 
a month ago.” 
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BRAND OF CHLORMERODRIN 
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ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous- 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

P a facilities are afforded for recreational and occupational therapy, particularly out- 
ot-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


GREER COLOSTOMY COMPACT 


Winchester Surgical Supply Co. 
119 East 7th St. 


This set provides a complete routine that 
permits colostomy patients to lead a nor- 
mal active life. It facilitates thorough 
irrigation and includes a pouch assembly 
for complete and sure protection after and 
between irrigations. 


After irrigation is completed, the drainbag 
makes into a pouch allowing patient to 
move about freely until drainage is com- 
plete. In instances where patients require 
a pouch between irrigations the feather- 
weight unit is comfortable and can be 
worn without noticeable bulges. 


A warm water rinse with any good deter- 
gent cleans both plastic discs and drainbag 
leaving them entirely sanitary. Material 
does not absorb odors. Complete instruc- 
tions accompany each set. Parts for re- 
placement are listed for your convenience 
in re-ordering. 


DT7-200 COMPLETE SET $29.50 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester-Ritch Surgical Co. 


Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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FLAVORED 


Children's Size 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (14 grs. each). 


We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION of Sterling Drug inc. 1450 Broadway, New York 18, N. Y. 
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(CHLOROTHIAZIDE) 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 

e The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 

e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 

e Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis is an in- 
dication for ‘DIURIL’: 

Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 
May be of value to relieve fluid retention compli- 
cating obesity. 

SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 


(chlorothiazide); bottles of 100 and 1,000. 
‘pruRIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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INITIATE 'DIURIL' THERAPY 
'DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS 

The dosage of other antihypertensive medication 
(reserpine, hydralazine, etc.) is adjusted as indi- 
cated by patient response. If the patient is estab- 
lished on a ganglionic blocking agent (e.g., 'IN- 
VERSINE') this should be continued, but the total 
daily dose should be immediately reduced by 25 
to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 
The patient must be frequently observed and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


BENEFITS: 
improves and simplifies the management of hypertension 
markedly enhances the effects of antihypertensive agents 


reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 


smooths out blood pressure fluctuations 
INDICATIONS: management of hypertension 


Smooth, more trouble-free manage- 
ment of hypertension with ‘DIURIL’ 
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a superior psychochemical 
for the management of both 
minor and major 


emotional disturbances 


T.M. 


arta 


dihydrochloride brand of thiopropazate dihydrochloride 


@ more effective than most potent tranquilizers 
@ as well tolerated as the milder agents 


@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 


proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 
and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses. 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.1.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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TASTY, 

FAST-ACTING 

ORAL FORM 

OF CITRATE-BUFFERED 
ACHROMYCIN V 


agueous 


ready-to-use 


freely miscible 


TETRACYCLINE BUFFERED WITH SODIUM CITRATE 


© accelerated absorption in the gastro- 
intestinal tract 

© early, high peaks of concentration in body 
tissue and fluid 

© quick control of a wide variety of infections 

© unsurpassed, true broad-spectrum action 

© minimal side effects 

e well-tolerated by patients of all ages 

ACHROMYCIN V SYRUP: 

Orange Flavor. Each teaspoonful (5 cc.) 


contains 125 mg. of tetracycline, HC! equivalent, 
citrate-buffered. Bottles of 2 and 16 fi. oz. 


DOSAGE: 
6-7 mg. per Ib. of body weight per day. 
*Reg. U.S. Pat. Off. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 
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To cut daytime lethargy 
(and keep rauwolfia potency) 


in treatment of hypertension: 


Mounting clinical evidence 
confirms the view that 
HARMONYL produces much less 
lethargy while reducing blood 
pressure effectively. In the most 
recent study', HARMONYL was 
evaluated in comparison with 
reserpine and other rauwolfia 
alkaloids. HARMONYL was the 
only alkaloid which produced a 
hypotensive response closely 
matching that of reserpine, 
coupled with a greatly reduced 
rate of lethargy. Only one 
HARMONYL patient in 20 
showed lethargy, while an 
average of 11 out of 20 showed 
lethargy with reserpine, and 10 
out of 20 with the 


alseroxylon fraction. 


602077 
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in anxiety and hypertension 
NEW fast-acting 


(Harmonyi* and Nembutal ® ) 


Calmer days, more restful nights starting first day 
of treatment, through synergistic action of 
HARMONYL (Deserpidine, Abbott) and NEMBUTAL 
(Pentobarbital, Abbott). Lower therapeutic 

doses, lower incidence of side effects. Each 
HARMONYL-N Filmtab contains 30 mg. NEMBUTAL 
Calcium and 0.25 mg. HARMOoNYL. Each 
HARMONYL-N Hailf-Strength Filmtab combines 

15 mg. NEMBUTAL Calcium and 


0.1 mg. Harmony. 


@Filmtab—Fiim-seaied tablets, Abbott, pat. applied fer 
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Physiologically Standardized 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit 


therefore always 
dependable. 


Clinical samples sent to 
physicians upon request, 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass. 
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No sodium or water retention 
Aristocort is available in 2 mg. scored tablets (pink), bottles scored 


The Achievement in Skin Diseases: In a study of 26 patients with severe 


dermatoses, ARIsTOCoRT was proved to have potent anti-inflammatory and antipruritic properties, 


even at a dosage only % that of prednisone.". . . Striking affinity for skin and tremendous potency in 


controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as 


markedly improved?...absence of serious side effects specifically noted."*:* 


The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of anIsrocort corresponded in effect to 10 mg. of 


prednisone daily Cin addition, gastric ulcer which developed during prednisone therapy in 2 cases 


disappeared during aristocort therapy).° 


. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: J. A. M. A. 


165:1821, (Dec. 7) 1957. 


. Shelley, W. B., and Pillsbury,.D, M.: Personal Communication. 
. Sherwood, A., and Cooke, R. A.: Personal Communication. 
. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 


resented at International Congress on Rheumatic Diseases, Toronto, 
June 25, 1957. 


. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper 


resented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957. 


. Ibid.: Personal Communication. 

. Barach, A. L.: Personal Communication. 
. Segal, M. S.: Personal Communication. 
. Cooke, R. A.: Personal Communication. 
. Dubois, E. L.: Personal Communication. 


a 
q 
4 
| 
2 
3 
4 
5 
7 U 
8 
] { 
9 
10 
1] 
12 
| 


Triamcinolone LEDERLE 


The Achievement in Respiratory Allergies: “Good to excellent” results 
in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only 


7 mg.°... Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis 
in a group of 42 patients, with an actual reduction of blood pressure in 12 of these.’ 


The Achievement in Other Conditions: Two failures, 4 partial remissions 
and 8 cases with complete disappearance of abnormal chemical findings lead to characterization 


of aristocort as possibly the most desirable steroid to date in treatment of the nephrotic syn- 
drome.**. .. Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis, 
with marked improvement in patients refractory to prednisone.'®*?#... Favorable response 
reported for 25 of 28 cases of disseminated lupus erythematosus.’* 


Depending on the acuteness and severity of the disease under therapy, the initial 
dosage of artstocorr is usually from 8 to 20 mg. daily. When acute 
manifestations have subsided, maintenance dosage is arrived at gradually, 
usually by reducing the total daily dosage 2 mg. every 3 days until the smallest 
dosage has been reached which will suppress symptoms. 


Comparative studies of patients changed to arntstocort from prednisone 
indicate a dosage of arntstocorT lower by about ¥% in rheumatoid arthritis, 

by % in allergic rhinitis and bronchial asthma, and by % to % in inflammatory 
and allergic skin diseases. With anisTocort, no precautions are necessary 

in regard to dietary restriction of sodium or supplementation with potassium. 


Aristocort is available in 2 mg. scored tablets (pink), bottles of 30; 
and 4 mg. scored tablets (white), bottles of 30 and 100, 


=> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER NEW YORK 
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there is one tranquilizer clearly indicated in peptic ulcer... 


*Tests in a series of 25 patients show that 
there is “a definite and distinct lowering 
[of both volume of secretions and of free 
hydrochloric acid] in the majority of 
patients. .. . No patients had shown any 
increase in gastric secretions following ad- 
ministration of the drug.””* 


Now you have 4 advantages when 
you calm ulcer patients with ATARAX: 


1, ATARAX suppresses gastric secretions; 
others commonly increase acidity. 

2. ATARAX is “the safest of the mild tran- 
quilizers.”? (No parkinsonian effect 
or blood dyscrasias ever reported.) 

3. It is effective in 9 of every 10 tense 
and anxious patients. 

4. Five dosage forms give you maximum 
flexibility. 


supplied: 10, 25 and 100 mg. tablets, bottles of 


100, Syrup, pint bottles. Parenteral Solution, 
10 ce. multiple-dose vials. 


references: 1. Strub, I. H.: Personal commu- 
nication, 2. Ayd, F. J., Jr.: presented at Ohio 
A bly of General Practice, 7th Annual 
Scientific Assembly, Columbus, September 18- 
19, 1957. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Eryt 


against staph-, 
strep- and 
pneumococci 


hr 

STEARATE (Erythromycin Stearate, Abbott) 
Indications 

ERYTHROCIN is indicated in treat- 
ing infections caused by staphy- 
lococci, streptococci (including 
enterococci), and pneumococci. 
Indicated also, in treating infec- 
tions that have become resistant 
to other antibiotics. May be used 


for patients who are allergic to 
penicillin or other antibacterials. 


Dosage 

Usually administered in a total 
daily dose of 1 to 2 Gm., depending’ 
on severity of infection. Suggested 
dose is 250 mg. every six hours; 
for severe infections, usual dose is 
500 mg. every six hours. 


Supplied 

In bottles of 25 and 100 Filmtabs 
(100 and 250 mg.). Also, in tasty, 
cinnamon-flavored oral suspen- 
sion, in 75-ee. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


®Fiimtab—Film-sealed tablets, Abbott; pat. applied for. 
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SAFETY FIRST 


REMARKABLE EFFECTIVENESS PLUS A SAFETY RECORD 
UNMATCHED IN SYSTEMIC ANTIBIOTIC THERAPY TODAY 


Actually, after almost six years of extensive use, there has not been a single report 
of a serious reaction to ERYTHROCIN. And, after all this time, the incidence of 
resistance to ERYTHROCIN has remained exceptionally low. 

You’ll find ERYTHROCIN is highly effective against the majority of coceal infec- 


tions and may also be used to counteract complications from OB bott 
severe viral attacks. It comes in Filmtabs and in Oral Suspension. 
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for those 
penicillin-sensitive 
organisms 


Indications 

Against all penicillin-sensitive 
organisms. For prophylaxis and 
treatment of complications in 
viral conditions. And as a prophy- 
laxis in rheumatic fever and in 
rheumatic heart disease. 


Dosage 


Depending on the severity of the _ 


infection, 125 to 250 mg. (200,000 
to 400,000 units) every four to six 
hours. For children, dosage is de- 
termined by age and weight. 


Supplied 

Filmtabs COMPOCILLIN-V (Potas- 
sium Penicillin V, Abbott) come in 
125 mg. (200,000 units), bottles of 
50; and in 250 mg. (400,000 units), 
bottles of 25. Oral Suspension 
COMPOCILLIN-V (Hydrabamine 
Penicillin V, Abbott), contains 180 
mg. per 5-ce. teaspoonful, in 40-ce. 
and 80-ce. bottles. 
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THE HIGHER BLOOD LEVELS OF COMPOCILLIN-V 
—IN EASY-TO-SWALLOW FILMTABS AND TASTY, ORAL SUSPENSION 


units/ce. 16 


Filmtab Compocillin-V 
(Potassium Penicillin V, Abbott) 
Buffeved Potassium Penicillin G 


Doses of 400,000 units were administered before 
mealtime to 40 subjects involved in this study. 


The chart represents a comparison of the blood levels of 
FILMTAB COMPOCILLIN-V (Potassium Penicillin V, Abbott) 
with uncoated potassium penicillin V, and with buffered 
potassium penicillin G. Bar heights show ranges, while 
crossbars show medians. Note the high ranges and aver- 
ages of FILMTAB COMPOCILLIN-V at % hour, and at 1 hour. 
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Hours % 1 2 


Now, with Filmtab COMPOCILLIN-V, patients get (and within minutes) fast, high peni- 
cillin concentrations. Note the blood level chart. 

COMPOCILLIN-V is indicated whenever penicillin therapy is desired. It comes in 
two highly-acceptable forms. Filmtab COMPOCILLIN-V offers two therapeutic dosages 
(125 and 250 mg.). Patients find Filmtabs tasteless, odorless and easy-to-swallow. 


For children, COMPOCILLIN-V comes in a tasty, banana-flavored Bott 
suspension. It’s ready-mixed — stays stable for at least 18 months. 
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Spontin 


and when 
coccal infections 
hospitalize 
the patient 


(Ristocetin, Abbott) 


Indications 


SPONTIN is indicated for treating gram- 
positive bacterial infections. Clinical 
reports have indicated its effectiveness 
against a wide range of staphylococcal, 
streptococcal and pneumococcal infec- 
tions. It can be considered a drug of 
choice for the immediate treatment of 
serious infections caused by organisms 
resistant to other antibiotics. 


Recommended dosage depends on the 
sensitivity of the microorganism and on 
the severity of the disease under treat- 
ment. For pneumococcal and streptococ- 
cal infections, a dosage of 25 mg./Kg. 
per day will usually be adequate. Major- 
ity of staphylococcal infections will be 
controlled by 25 to 50 mg./Kg. per day. 
However, in endocarditis due to rela- 
tively resistant strains or where vege- 
tations or abscesses occur, dosages as 
high as 75 mg./Kg. per day may be used. 
It is recommended that the daily dosages 
be divided into two or three equal parts 
at eight- or twelve-hour intervals. 


Supplied 

SPONTIN is supplied as a sterile, lyophi- 
lized powder, in vials representing 500 
mg. of ristocetin activity. 
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A LIFESAVING ANTIBIOTIC AFTER OTHER ANTIBIOTICS HAD FAILED 


SPONTIN comes to the medical profession with a clinical history of dramatic results 
— cases where the patients were given little chance of survival. 

During these careful, clinical investigations, lives were saved after weeks (and 
sometimes months) of antibiotic failures. These were the cases where the infecting 
organisms had become resistant to present-day therapy. And, just as important, 
were the good results found against a wide range of gram-positive coccal infections. 

Essentially, SPONTIN is a drug for hospital use, for patients with potentially 
dangerous infections. In its present form, SPONTIN is administered intravenously 
using the drip technique. Dosage may be dissolved in 5% dextrose in water or in 
any isotonic or hypotonic saline solution. Some of the important therapeutic points 
of SPONTIN include: 

1 successful short-term therapy for acute or subacute endocarditis 


2 new antimicrobial activity — no natural resistance to SPONTIN was found in 
tests involving hundreds of coccal strains 

3 antimicrobial action against which resistance is rare — and extremely diffi- 
cult to induce 

4 — hactericidal action at effective therapeutic dosages. 


SPONTIN is truly a lifesaving antibiotic. It could save the life OB Gott 
of one of your patients—does your hospital have it stocked? 


Geller 
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: CORRECTS IRON DEFICIENCY 

AS IT STIMULATES APPETITE 

: ¢ Offers appetite stimulating Vitamins B,, B,, B,, and protein- 

é upgrading |-Lysine, fortified with a readily absorbed, well- 

_ tolerated form of iron. 

: ¢ Delicious cherry base designed to appeal to all patients. 

: PARTICULARLY FOR CHILDREN 
“ Helps young appetites keep pace with the increased nutritional | 
q demands of childhood while supplying adequate amounts of 


essential iron. 


hp | 
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Provides the following percentages of Minimum Daily Requirements per teaspoonful: 


Child under 6 Child over 6 Adult 
B, 2000% 1333% 1000% 
Iron 400% 300% 


FORMULA 
EACH TEASPOONFUL (5 cc.) CONTAINS 


I-Lysine HCI 

Ferric Pyrophosphate (Soluble) 

Iron (as Ferric Pyrophosphate) 
Vitamin By Crystalline... 
Thiamine Mononitrate (B,) 
Pyridoxine HCI (Bg) 

Alcohol 


Average dosage is one teaspoonful daily. Available in bottles of 4 fl. oz. 


*REG. U.S. PAT. OFF. 
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(PENTACRYTHRITOL TETRANITRATE) 


links 
freedom from 
anginal attacks 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients—perhaps the next one who | 
enters your office—won’t you consider new H 
CARTRAX? This doubly effective therapy combines 

PETN (pentaerythritol tetranitrate) for lasting 

vasodilation and ATARAX for peace of mind. 

Thus cartrax relieves not only the anginal pain 

but reduces the concomitant anxiety. 


Dosage and supplied: begin with 1 to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink caRTRAx “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use PETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.”? 


New York 17, New York 1. Waldman, S., and Pelner, L.: Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Division, Chas. Pfizer & Co., Inc. * TRADEMARK 
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Relieve moderate or severe pain | opm ols 
Reduce fever | 1) 3 


Alleviate the general malaise of PROVEN 
_ upper respiratory infections PAIN 


maximum codeine analgesia/optimum antipyretic action \ | ] 
gr. 


"Subject to Federal Narcotic Regulations 


bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Codeine ‘ 
Phenobarbital .. . 
Acetophenetidiv . 

Aspirin ( Acetylsalicylic Acid) . 


Codeine Phosphate . . 
Phenobarbital 

Acetophenetidin ... . 

Aspirin (Acetylealicylic Acid) .... 


..from pain of muscle and joint origin, simple headache, neuralgia, : 
and the symptoms of the common cold. é 


‘TABLOID’ | 


Aspirin (Acetylsalicylic Acid) ....... gr. 3% 


pele mild pain complicated by tension and restlessness. = 


® 

Aspirin (Acetylsalicylic Acid) ....... gr.3% 


*Subject to Federal Narcotic Regulations 


er 
Formulas for dependable reltef... 
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BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York . 


Results with “. . . antacid therapy with DAA are essentially the same as... with 


potent anticholinergic drugs.” 


® 


Dihydroxy aluminum aminoacetate, N.N.R. 


In recent years, a number of new synthetic anticholiner- 
gic drugs with numerous and varying side effects have 
been investigated for treatment of peptic ulcer. However, 
a double-blind study conducted recently by Cayer et al 
suggests that the use of such anticholinergic drugs is 
seldom necessary. The authors concluded that “The 
percentage of ‘good to excellent’ results obtained in 


patients on continuous long-term antacid therapy with 
DAA (74°C) is essentially the same as that previously 
noted in ulcer patients treated under similar conditions 
with potent anticholinergic drugs alone.” 

The authors’ choice of dihydroxy aluminum amino- 
acetate (DAA) was based on the fact that “the tablet 
form of DAA (is) more active than a variety of straight 
aluminum hydroxide magmas.” They further commented 
that “Because of the convenience of tablet medication 
as compared with the liquid gel—a convenience which 
in the use of other tablets is gained at the expense of 
therapeutic effectiveness—dihydroxy aluminum amino- 
acetate was used exclusively.” 

ArcLyn (dihydroxy aluminum aminoacetate) Tablets 
are supplied in bottles of 100 tablets (0.5 Gm. per tablet). 


BRAYTEN PHARMACEUTICAL COMPANY «© Chattanooga 9, Tennessee 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. additive antirheumatic 


action of corticosteroid 
plus salicylate?"* brings 
rapid pain relief; aids 

restoration of function. 


. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. . much less likelihood 


of treatment-interrupting 
side effects'’® 


. simple, flexible 


dosage schedule 


in any case 
it calls for 


tablets 


Acute conditions: Two or three Composition 


tablets four times daily. After METICORTEN® (prednisone) pie, 0.75 mg. 
desired response is obtained, Acetylsalicylic acid * Md Le 325 mg. 
gradually reduce daily dosage - Aluminum hydroxide . 75mg. 
and then discontinue. Ascorbic acid . 20me. 


Packaging: Sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A#159:645, 
1955, 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Della Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5, Busse, E. A.: Clin. Med. 2:1105, 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 


Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because SiGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


SCHERING CORPORATION * BLOOMFIELD, N. J, 
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TAKE ANEW LOOK AT ALLERGENS’ 
TAKE A LOOK ATNEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 


available: Tablets (4 mg.), Elixir (2 mg. per 5 cc.). 


<PARABROMDYLAMINE MALEATE) 


ane 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit Since 1878 


*Typical Allergens: Animal Hair and Dander + Pollen + Molds + Bacteria 
and Viruses + Feathers « Insect Scales - Vegetable Fibers and Seeds 
Plant Juices House Dust» Drugs and Chemicals + Minerals and Metals. | YY 


Highest, fastest tctracgeline blood 
levels, with glucosamine enhancement. A screen- 
ing program involving 84 possible adjuvants 
multiple four-way crossover tests, 30,000 blood 
level determinations and more than 100,000 
assays proved glucosamine to be the enhancing 
ogent of choice. 


Greatest consistency of highe> 

wee tetracycline blood levels Not only 
does glucosamine considerably increase 

oe antibiotic blood levels, faster, but it produces 


these higher blood levels more. consistentiy 
as shown by extensive crossover tests. 


Achieved with the physiologic 
advantages of giucosamine, a 
normal human metabolite. Glucosamine, 
found widely in the body, is nontoxic ana 
does not irritate the gastrointestinal tract; 
there is evidence that glucosomine may 
favorably influence the bacterial flora of the 
intestine. Further, it is sodium free and re- 
leases only four calories of energy per gram. 


The most widely prescribed 
broad-spectrum antibiotic now 
potentiated with glucosamine, the 


. 


Capsules, 250 mit 125 me. 
Half strength (125 mg. capsules) for long-term indications or pediatric use. 


Pfizer. Pfizer Laboratories, Division, Ghas. Pfizer & Co. Inc., Breoklyn 6, N.Y. 
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GLUCOSAMINE-POTENTIATED RA 


‘Symptomatic relief of aches, pains, fever, coryza, and rhinorrhea associated 
with upper respiratory tract infections. oe Cae 


+ Prevention of secondary pyogenic infections due to tetracycline-sensitive or- 
ganisms — which often follow viral infections of the upper respiratory tract. 


NC.- SYRACUSE, NEW YORK 


x 


BRISTAMIN 


TETRACYCLINE PHOSPHATE COMPLEX WITH PHENYLTOLOXAMINE AND APC 


Each TETREX-APC WITH BRISTAMIN Capsule contains: 


A broad-spectrum antibiotic 


TETREX (tetracycline phosphate complex) ..........c.cccccccccsessscsnsssecesenvensensess 125 mg. 
(tetracycline HCI activity) 


An established analgesic-antipyretic combination 


A dependable antihistamine 
BRISTAMIN (phenyltoloxamine, Bristol) 25mg, 


Dosage: Adults: 2 capsules at onset of symptoms, followed by 2 capsules 3 or 4 
times a day for 3 to 5 days. Children, 6 to 12 yrs.: One-half adult dose. 


Supplied: Bottles of 24 and 100 capsules. 
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NEW TREATMENT 


a 


‘Cardilate’ tablets YY shaped for easy retention 
in the buccal pouch 


*,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


” ‘Cardilate’ brand Erythro! Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious §& 
infections 
... tetracycline 
phosphate 
plus 
novobiocin 


for the 
7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


Phosphate 


children: 


PANMYCI 


in potentially 
serious 


PANALBA’ 
phosphate 
plus for children: 


novebiocn  BANALBA 
Granules 


TRAE 


for the 

7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


The Upjohn Company, Kalamazoo, Michigan 


MARK, REG. PAT. OFF. 
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BROAD-SPECTRUM 
TETRACYCLINE 

In ITS MOST 

EFFICIENT FORM 

Produces more tetracycline. 
in the blood with no more in 
the dose. No calcium-to 
depress blood jevets:1 Basic 
broad-spectrum therapy in 
bronchitis, pharyngitis, 
otitis media, tonsillitis, and 
other common respiratory 
infections: 


lv Welch, Hj Wright, Wo W.;-and 
Staffa, A. W.> Antibiotic Med. 
& Clin. Therapy 4:620, 1957. 


THE BREADTH OF 
PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCIN' 
Offers maximum antimicrobial 
action at the earliest 
possible moment. The 
antibiotic preparation of first 
resort in pneumonia of 
unknown etiology, carbuncles, 
multiple furunculosis, 
cellulitis, and infections 
resistant to previous therapy. 


Treavemanr«, REG. U. S, PAT. OFF. ~— THE UPJOHN BRAND OF CRYSTALLINE NOVOBIOCIN SODIUM 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
PROTECTION OF NYSTATIN 
The logical choice for 
patients requiring high doses 
of antibiotics or prolonged 
antibiotic therapy; for 
patients with previous 
monilial complications; for so 
diabetics; patients on iis 
corticoids; the pregnant, 
debilitated, or elderly; and 3 
for infants, especially the 
premature. 
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THE CHOICE OF A 
SYSTEMIC ANTIBIOTIC 
IS A MATTER OF 
CLINICAL JUDGMENT 


1. PANMYCIN PHOSPHATE IN 
COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


IN POTENTIALLY 


SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg,; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


COMYCIN FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 


and 100. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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See anybody here you know, Doctor? _ 


I’m just too much 


I’m too little 


I’m simply two 


With my anemia, 
never make it up 


gs 


AMPLUS’ 


. for sound obesity management 


dextro-amphetamine plus vitamins 
and minerals 


STIMAVITE- 


stimulates appetite and growth 
vitamins B;, By, C and L-lysine 


OBRON’ 


a nutritional buildup for the OB patient 


OBRON’ 
HEMATINIC 


when anemia complicates pregnancy 


NEOBON’ 


5-factor geriatric formula 
hormonal, hematinic and 
nutritional support 


ROETINIC’ 


one capsule a day, for all treatable anemias 


HEPTUNA PLUS 


when more than a hematinic is indicated 


( Prescription information on request) 


. solve their problems S a nutrition product from New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“In view of the beneficial re- 
sponses observed when antacids 
and bland diets were used concom- 
itantly with prednisone and predni- 
solone, we feel that these measures 
should be employed prophylacti- 
cally to offset any gastrointestinal 
side effects.””-—Dordick, J. R. et al.: 
N. Y. State J. Med. 57:2049 (June 
15) 1957. 


*“It is our growing convic- 
tion that all patients receiving 
oral steroids should take each 
dose after food or with ade- 
quate buffering with aluminum 
or magnesium hydroxide prep- 
arations.”—Sigler, J. W. and 
Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


*“The apparent high inci- 
dence of this serious [gastric] 
side effect in patients receiving 
prednisone or prednisolone 
suggests the advisability of 
routine co-administration of an 
aluminum hydroxide gel.”— 
Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:459 (June 11) 
1955. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


PREDNISOLONE BUFFERED 


2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


MERCK SHARP & DOHME oivision of mERCK & CO., Inc, Philadelphia 1, Pa. 
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In the common cold, nasal allergies, sinus- 
itis, and postnasal drip, one timed-release 
Triaminic tablet brings welcome relief of 
symptoms in minutes. Running noses stop, 
clogged noses open—and stay open for 6 to 
8 hours. The patient can breathe again. 


With topical decongestants, “‘unfortu- 
nately, the period of decongestion is often 
followed by a phase of secondary reaction 
during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. .. .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 

Triaminic does not cause secondary con- 
gestion, eliminates local overtreatment and 
consequent nasal pathology. 

* Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release” TRIAMINIC 
Tablet contains: 
Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate . . .- . . 25mg. 
Pheniraminemaleate. . .. . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and 
in the evening if needed. 


congestion orally 


Each double-dose “timed-release” 
tablet keeps nasal passages 

clear for 6 to 8 hours — 

provides “around-the-clock” 
freedom from congestion on 

just three tablets a day 


first—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then-the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Also available: Triaminic Syrup, for children and 
those adults who prefer a liquid medication. 


® 
“timed-release”’ 


running noses .. and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 


4 XXXIV 
if 
| 


“tt has a high degree of clinical 
safety... lt is considered 
to be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate. 


at 


Plaquenil is decidedly less toxic and better 


\ oH, 
‘QUININE tolerated by the average patient, even in high 
N dosage, than is chloroquine.’” 
g q 


CH, 


NH-CH-CH,(CH,),N(CH,CH,), 


\ 


| *2HCI-2H,O 
ci : 
AZ 


243 


.. the least toxic of its class... 


ATABRINE “© 


HY OROCHLORIDE 


CH, 


! 
NH-CH-CH, CH, -CH, N(C,H,), 


ARALEN® 


PHOSPHATE 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initia! — 400 to 600 mg. (2 or 3 tablets} Plaquenil sulfate daily. R 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. Write for Booklet 


} te of 
Tablets cf 200 mg., bottles of 100. (i) 


REFERENCES: 

}. Scherbel, A.L., Schuehter, and Harrison, J.W.: Cleveland Clin. Quart. 24:98, Apr., 1957. Atabrine (brand of quinacrine). Aral 

2. Editorial: Bull A. Mil. Dermatologists, The Shock Section 5:26, Nov., 1956. abd of 


&%. Cornbleet, Theodore: Arch. Dermat. 73:572, June, 1956. trademarks reg. U.S. Pat. Off 
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the chill 
the cough 
the aching muscles | 


the fever 


Viral upper respiratory infection.... For this patient, your management will be twofold— 
prompt symptomatic relief plus the prevention and treatment of bacterial complications. 
PEN- VEE-Cidin backs your attack by broad, multiple action. It relieves aches and pains, and Ee 
reduces fever. It counters depression and fatigue. It alleviates cough. It calms the emotional 

unrest. And it dependably combats bacterial invasion because it is the only preparation of its 
kind to contain penicillin V. 


SUPPLIED: Capsules, bottles of 36. Each capsule contains 62.5 mg. (100,000 units) of penicillin V, 194 mg. of { 
salicylamide, 6.25 mg. of promethazine hydrochloride, 130 mg. of phenacetin, and 3 mg. of mephentermine sulfate. | 


mation on Child Health, Penicillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate, Wyeth Philadelphia 1, Pa, 
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for simultaneously combating 
inflammation, allergy, infection 


0.5% acetate and 10% sulfacetamide sodium = 
5 ec. dropper bottle) 


0.5% prednisolone acetate, 10% sulfacetamide sodium and 
0.25% neomycin sulfate—% oz. tube) 


for ocular 


look to these 
topical Ss. (0.2% prednisolgns 


acetate and 

0.3% 
5 ec. dropper 

bottle} 


standard for ocular infections 


(Sulfacetamide Sodium U.S.B—5 and 15 cc. dropper bottles) 


(1S cc. dropper bottle) 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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THE 


DARVON 


The non-narcotic analgesic with the potency of codeine 


DARVON (Dextro Propoxyphene 
Hydrochloride, Lilly) is equally as po- 
tent as codeine yet is much better 
tolerated. Side-effects, such as nausea 
or constipation, are minimal. You will 
find ‘Darvon’ helpful in any condition 
associated with pain. The usual adult 
dose is 32 mg. every four hours or 65 
mg. every six hours as needed. Avail- 
able in 32 and 65-mg. pulvules. 


DARVON COMPOUND (Dextro Pro- 
poxyphene and Acetylsalicylic Acid 
Compound, Lilly) combines the antipy- 
retic and anti-inflammatory benefits of 
‘A.S.A. Compound’* with the analgesic 
properties of ‘Darvon.’ Thus, it is useful 
in relieving pain associated with recur- 
rent or chronic disease, such as neural- 
gia, neuritis, or arthritis, as well as acute 
pain of traumatic origin. The usual adult 
dose is 1 or 2 pulvules every six hours 
as needed. 


Each Pulvule ‘Darvon Compound’ provides: 


‘Darvon’ . ast 
Acetophenetidin . 


‘A.S.A.’ (Acetylsalicylic Acid, Lilly) . . 


Caffeine . 


32 mg. 
162 mg. 
227 mg. 

32.4 mg. 


*'A.S.A. Compound’ (Acetylsalicylic Acid and Acetophenetidin Compound, Lilly) 


ELI LILLY AND COMPANY e 


INDIANAPOLIS 6, INDIANA, USA, 
#20260 
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Fundamental to the practice of preven- 
tive allergy is the clear understanding on 
the part of the physician, the family, and 
even the public that allergy is a chronic, in 
fact a lifetime, disease. The saying, “Once 
allergic, always allergic,” represents a basic 
concept. The physician and the family must 
work together as a team, being willing to 
undertake and carry through a long-term 
program"!). Very neccessary is an apprecia- 
tion that allergic diseases must be treated 
adequately in order to prevent or at least 
lessen crippling complications. 

The past few years have brought a deluge 
of new drugs that give temporary relief, so 
that it is difficult for the busy physician to 
keep from being lulled, along with the fam- 
ily, into a feeling of false security while 
complications inevitably develop as the re- 
sult of improper management. The phy- 
sician must be willing to attend to many 
details to teach, to reassure, and at times to 
prod himself and the family of his allergic 
patient. Often he needs the help of spe- 
cially trained colleagues"). 

Let me emphasize that much good can be 
accomplished by educating the public. Too 
often the most potent adviser on medical 
problems is not the doctor, but a friend in 
the bridge club who knows children that 
just outgrew worse troubles, or even a not 
too distant doctor who cures with a few 
pink pills. 

Congenital Factors 

While it is interesting to theorize with 
the geneticist about the inheritance of an 
allergic tendency, as yet this aspect of the 
subject has had little practical application. 
When one parent is allergic, about 30 per 
cent of the offspring will likewise be aller- 


‘Read before the Section on Pediatrics, Medical Society of 
the State of North Carolina, Asheville, May 7, 1957. 


SANFORD 


The Pediatrician and Preventive Allergy 


MARY MARGARET M.D. 


gic, and when both parents manifest some 
major allergic disorder, about 75 per cent 
of the offspring will do likewise. It might 
pe mentioned that what is inherited is the 
tendency, or rather the capacity, to mani- 
fest some form of allergy. Glaser *’, who 
describes these people as being potentially 
allergic, has done some fundamental work 
in preventing or delaying the development 
of allergic disease. Since the practice of al- 
lergy has long been more an art than a 
science, such work as Glaser’s is encourag- 
ing. 


As long ago as 1922 Shannon‘) advised 
that pregnant women eat a large variety of 
foods and only relatively small quantities 
of any particular food, and that eggs be 
restricted rather than forced in their diet. 
Ratner’ studied the subject further and 
concluded that the human placenta is per- 
meable to the passage of undigested food 
antigens. When pregnant women consume 
large amounts of highly antigenic foods, 
particularly during the third trimester, un- 
digested antigens may be transferred to the 
fetal circulation and may actively sensitize 
the fetus. The fetus may also be sensitized 
by the passage of antibodies from the cir- 
culation of an allergic mother to the fetal 
circulation via the placenta. Ratner stated 
that in a group of allergic children, 27 per 
cent showed evidence of congenital] allergy 
(sensitization in utero). 


Hill” believes that some fundamental 
factor is present in this sensitivity to egg 
white in utero. He is convinced that once 
this sensitivity has taken place, the indi- 
vidual is more susceptible to other sensi- 
tization. It puts the stamp of allergy upon 
the individual. As he expressed it: “Once 
the individual has become egg-sensitive he 
has been admitted to the allergic fraternity 
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and is likely to maintain that membership 
for a long time.” 

There is a real need for research in this 
direction. At present it can do no harm and 
may do much good to advise pregnant 
women in allergic families to refrain, espe- 
cially in the third trimester, from the in- 
gestion of large quantities of milk and to 
take no raw milk. Eggs should be restricted, 
and raw eggs avoided completely. Sea foods, 
nuts, chocolate, and other foods known to 
be highly allergenic should be restricted. 
Perhaps just as important is the avoidance 
of undue exposure to house dust, pollens, 
molds, danders, and some drugs. This too 
is a fertile field for research. 


Early Infancy 

It is known that some substances eaten 
by the mother may pass into the breast 
milk and cause allergic disturbances in the 
nursing infant. For this reason it is well 
for the nursing mother to avoid highly al- 
lergenic foods as she did in pregnancy. 
In 1936 Grulee and Sanford’? found that 
even when the mothers were on a general 
diet, atopic dermatitis was seven times 
more frequent in artificially fed infants 
than in breast fed infants. The proponents 
of the psychological idea of maternal re- 
jection as a cause of eczema may believe 
that the extra mothering is as important as 
the avoidance of cow’s milk antigens. In 
any event, the combination of human breast 
milk and the warm personal relationship 
engendered by nursing makes for more hap- 
piness in our potentially allergic popula- 
tion. 

In many instances, however, the mother 
cannot or will not breast-feed the baby, and 
it is in this group of potentially allergic 
children that Glaser attempted to prevent 
allergic manifestations by manipulating 
their diets. Avoiding cow’s milk altogether, 
he started the babies on soy bean milk and 
kept them on it for six to nine months. 
Only 8 per cent of this group manifested 
atopic dermatitis, as compared with 30 per 
cent in the control group, who were fed 
cow’s milk in the conventional manner. 
Then, much to Glaser’s surprise, only 14.6 
per cent of the group receiving soy bean 
formula in infancy manifested major aller- 
gic disease before the age of 6 years, as 
compared with 64.6 per cent in the control 
group. This was such an astounding differ- 
ence that he carefully reviewed his records 
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of some 1,200 allergic families. He selected 
the records of 175 children who had been 
fed cow’s milk formula, and matched the 
allergy histories of parents and younger 
siblings as nearly as possible, finding that 
52 per cent of this group had had allergic 
disease by the age of 6 years. These obser- 
vations seem to support the saying, “Once 
allergic, always allergic.” It will be inter- 
esting to follow these children as they be- 
come adults. 


Late Infancy and Childhood 


Dietary measures 


As the child progresses to other foods, 
much can be done to prevent the precipita- 
tion of allergic symptoms. The use of syn- 
thetic vitamin A and D makes it unnecessary 
to expose the child to the allergen of fish 
oil. Vitamin C can replace the citrus fruits 
and tomato juice. Mixed cereals can be 
avoided altogether. Wheat seems to be espe- 
cially important in our part of the world, 
whereas rice and oatmeal rarely cause 
trouble. Foods should be introduced one at 
a time, not closer than three days apart. 
It is well to withhold egg yolk until about 
six months of age, and then it should be 
well cooked. Egg white should be withheld 
until about one year of age. The introduc- 
tion of spinach, tomato, strawberries, choc- 
olate, and nuts may well be delayed also. 


Greater care should perhaps be exercised 
in the feeding of children during sickness 
and convalescence, for it seems possible 
that highly allergenic foods may pass the 
intestinal barrier more easily than usual 
during some illnesses. 


Environmental protection 


In allergic families attention should be 
directed toward avoiding undue exposure of 
the infant and child to known potent al- 
lergens in the environment as well as in his 
diet. The concentration of such allergens 
as dust, feathers, animal danders, wool, pol- 
lens, orris root, and insecticides can be re- 
duced by attention to such matters as the 
selection of bedding and household furni- 
ture, methods of house-cleaning, location of 
houses, basement drainage, heating, the 
cutting of weeds in vacant lots, the selec- 
tion of toys, pets, hobbies, camps, the time 
and place of vacations, the later selection 
of a vocation, and, extremely important for 
the offspring, the selection of a mate. 
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Medical and surgical precautions 


As the child grows up and is exposed to 
diseases, specific prevention is important 
and requires special precautions in the al- 
lergic family. Because of the danger of in- 
jecting horse serum into an allergic person, 
it is doubly important to give diphtheria 
and tetanus toxoid, and to administer the 
necessary .booster doses. Although the lit- 
erature contains little about allergic re- 
actions to vaccines which have been grown 
on egg yolk, a person who is exquisitely 
sensitive to egg yolk is vulnerable to any 
of the various reactions to this potent al- 
lergen. The vaccines which are produced on 
egg yolk are: influenza A and B, typhus, 
tick typhus, yellow fever, equine encephalo- 
myelitis, mumps, and Rocky Mountain 
spotted fever. The reactions of egg-sensitive 
persons to these vaccines can be prevented 
by: (1) reducing the egg protein content 
by improved manufacturing methods; (2) 
determining the patient’s sensitivity by the 
intradermal injection of 0.02 cc. of the vac- 
cine before inoculation; (3) withholding 
the vaccine from sensitive persons or ad- 
ministering it in small, diluted and frac- 
tionated doses in conjunction with the 
injection of epinephrine. 

Small pox vaccination constitutes another 
very real problem, because of the danger 
of generalized vaccinia in the presence of an 
eczematous rash. Dees and Johnson'*’ ex- 
pressed this very concisely: “‘Never vac- 
cinate an eczema. Keep eczema away from 
others who have been vaccinated until the 
- scab drops off.” 

It is well also to protect an infant or 
child with atopic dermatitis from direct 
contact with herpes of the lip, as he can 
acquire Kaposi’s varicelliform eruption, 
which closely resembles eczema vaccinatum. 


Although the indications for true surgery 
are the same in the allergic patient as in 
one who is not allergic, surgery itself may 
be used prophylactically in the presence of 
a focus of infection. Good allergic manage- 
ment prevents the removal of many tonsils 
and the repeated removal of adenoids. 
Clien’® has reported that in a group of al- 
lergic children under good management, 
only 3 per cent had a return of lymphoid 
hypertrophy as compared with 27 per cent 
in a group of children whose allergy was 
not controlled. 

Early control of allergy is definitely help- 
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ful in preventing nasal polyps. Elective op- 
erations on the ear, nose, and throat should 
be avoided in the presence of allergic 
symptoms or in allergic families during 
high pollen seasons for fear of precipitating 
severe reactions. 


Management 


In spite of all the beforementioned pre- 
cautions, many children will continue to 
run the gamut of allergic manifestations. 
The pediatrician can do much to prevent 
mental and physical suffering by promptly 
recognizing the symptoms and giving early 
and adequate treatment. Diagnosis depends 
on an acquaintance with the disease and 
its precipitating factors, and on a careful 
history, physical examination, and special 
measures such as skin tests, elimination 
diets, and so forth. 

It is difficult to keep from getting lost in 
the woods in treating these children. Even 
though all the child’s individual sensitivi- 
ties must be dealt with specifically, other 
factors such as nutrition, emotional strain, 
physiologic stresses, fatigue, infections, 
winds, and humidity, as well as the eco- 
nomic and intellectual background of the 
family must be given due consideration and 
brought into proper perspective for good 
allergic management. Therapy consists es- 
sentially of avoidance of allergens, hypo- 
sensitization, and the administration of 
drugs for symptomatic relief. 

Summary 


Fundamental to the practice of preven- 
tive allergy is the clear understanding by 
the physician, the family, and even the pub- 
lic that allergy is a chronic disease. The 
physician and the family must be willing 
to work together as a team and carry 
through a long-term program. 

Because of the danger of congenital al- 
lergy, pregnant women in’ allergic families 
should eat a variety of foods and refrain, 
especially during the third trimester, from 
ingesting large quantities of highly aller- 
genic foods. It is well for the mother who 
nurses her infant to observe the same diet- 
ary precautions. 

Potentially allergic infants and children 
should be protected from unnecessary ex- 
posure to dietary and environmental aller- 
gens, particularly during illness and con- 
valescence. 

It is important to immunize early and to 
give booster doses of diphtheria and tetanus 
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toxoid. Caution should be observed in the 
administration of vaccines grown on egg 
yolk, because of the danger of giving the 
vaccine to a person who is exquisitely sen- 
sitive to egg yolk. 

Good allergic management prevents much 
lymphoid hypertrophy and hence the re- 
peated removal of adenoids. Elective nose 
and throat surgery should not be done in 
the presence of allergic symptoms or dur- 
ing high pollen seasons for fear of precipi- 
tating allergic manifestations. 

Asthmatic children should be taught di- 
aphragmatic breathing to help prevent the 
development of bad posture, shortness of 
breath, and inability to engage in activities 
which require elevation of the arms‘), 
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Facial Malignancy - Treatment and Repair 


WILLIAM T. BERKELEY, JR., M.D. 
CHARLOTTE 


This discussion deals with the problem of 
reconstructive surgery in facial malignancy. 
Diagnosis, treatment, and_ postoperative 
reconstruction will be discussed. Certain 
points will be emphasized by a series of 
illustrative cases. 

Classification 

Epitheliomas comprise the predominant 
group of destructive malignant lesions of 
the face. These lesions are of three types: 
(1) adnexal tumor; (2) transitional cell 
carcinoma, and (3) squamous cell carcin- 
oma. 

The adnexal tumor is so named because 
it tends to produce a structural pattern 
suggestive of adnexal organs — that is, 
sweat glands, sebaceous glands, or hair 
follicles. The so-called “cystic type” rep- 
resents nothing more than the tumor’s 
abortive attempt to form glands. The term 
“adnexal tumor” is synonymous with the 
“basal cell carcinoma” of older classifica- 
tions. Carcinoma by definition is an in- 
vasive tumor of epithelial origin which 


metastasizes. Since metatasis does not occur 
in this case, most pathologists prefer the 
term “tumor” to carcinoma. Another syn- 
onym is “rodent ulcer.”’ As stated, metas- 
tasis does not occur and destruction is local. 
Growth may be slow or rapid and may be 
directed outward, along surface of the skin, 
or penetrate inward. The tumor may be 
multicentric or solitary. The penetrating 
type (so-called iceberg lesion) and the 
multicentric type in the scalp region are 
the more dangerous or difficult to handle. 


The term “transitional cell carcinoma” is 
used to denote a tumor of greater tendency 
to malignancy than the adnexal tumor but 
less than the squamous cell carcinoma. The 
microscopic picture is one of cellular tran- 
sition between the basal cell and squamous 
cell configuration. Metastasis may occur 
but usually takes the pattern of a squamous 
cell carcinoma in the regional lymph nodes. 
In rare exceptions the transitional or ad- 
nexal pattern is maintained in the regional 
nodes. Inadequately treated adnexal tumors 
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may later present a picture of transitional 
cell carcinoma. The term “baso-squamous 
cell carcinoma” is not used by some pathol- 
ogists, who prefer to think of this picture 
as a confluence of two separate tumors. 
Squamous cell carcinoma of the skin of 
the face is less malignant than similar tu- 
mors found elsewhere in the body. Squam- 
ous cell carcinoma of the skin is usually 
described as being in situ (Bowen’s disease) 
or infiltrating. The old Broder’s classifica- 
tion of grades I-IV is used by few pathol- 
ogists today. Beyond indicating a state of 
infiltration, such grading gives no reliable 
indication as to the degree of malignancy. 
The common characteristic of squamous 
cell carcinoma is lymph node metastasis. 


Diagnosis 

Diagnosis and treatment of epitheliomas 
go hand in hand. This is particularly true 
in the case of small lesions suitable to so- 
called excisional biopsy and simple wound 
closure. These tumors have certain clinical 
characteristics which may lead to a correct 
diagnosis. Clinical impression in itself, how- 
ever, is insufficient as a basis of treatment. 
No treatment should be instituted without 
biopsy and pathologic study. If the lesion is 
large, a small segment of the tumor may be 
taken. If it is small, an excisional biopsy is 
adaptable. In any event, the pathologist 
should be given a piece of tissue large enough 
to work with and render a straightforward 
diagnosis. Small fragments of tissue may 
lead to diagnostic hedging. This is occa- 
sionally true of the punch biopsy. 

The objective in all forms of treatment 
is eradication of the primary tumor. There 
should be no guess work regarding the 
adequacy of tumor removal unless the situ- 
ation is unavoidable. Surgical excision as 
a form of treatment of epitheliomas of the 
face permits pathologic examination of the 
specimen. Multiple sections should be taken 
in three dimensions to determine the ade- 
quacy of excision. Should the tumor ex- 
tend to or questionably near to any cut 
border of the specimen, additional excision 
is indicated. By orienting the specimen in 
relationship to the area of excision, the 
point of inadequate excision can be determ- 
ined. In complicated specimens a simple 
drawing may not suffice to orient the path- 
ologist. In such event the surgeon should 
personally explain and orient the specimen 
for the pathologist. The person cutting 


FACIAL MALIGNANCY—BERKELEY 97 


the tissue for examination must understand 
the specimen in its clinical and anatomic 
relationship to the patient. Under no other 
conditions can a good three - dimensional 
study be made. Under favorable conditions 
these studies can be made by the frozen 
section technique. In all other instances 
paraffin sections are awaited before be- 
ginning any but the simplest reconstruc- 
tion. All pathologic reports of facial tu- 
mors should state whether the excision has 
been adequate or indicate the area of in- 
adequate removal. This is the heart of the 
report, and upon it rests the success of 
treatment. Simple diagnosis is relatively 
uninforming and inadequate. 


Treatment 


Several methods of treatment are applied 
to primary epitheliomas of the face today. 
Electro-desiccation, curettage, trichlorace- 
tic acid, radium, x-ray, and surgical ex- 
cision are in common use. In good hands, 
using any of these techniques, diagnostic 
biopsy is wisely made. Unfortunately, 
there is no microscopic check on the ade- 
quacy of tumor removal when electro-desic- 
cation, curettage, radium, or x-ray is used. 
These are general area treatments based on 
clinical judgment and extended clinical ob- 
servation. There is a reasonable chance for 
error when treatment is given without path- 
ologic check. Loss of the patient in follow- 
up is all the more serious and further 
increases the chances of inadequate treat- 
ment or progression to a state when cure 
is difficult. 


The so-called “‘iceberg’”’ lesions — usually 
transitional or squamous cell carcinomas — 
are among the most hazardous epitheliomas 
to handle by non-surgical methods. A small 
presenting surface lesion may be quite ex- 
tensive beneath the surface. Often one is 
unable to palpate the deep and lateral pene- 
trating portion, which may be masked by a 
layer of thick skin and fat. This is partic- 
ularly true of lesions about the nose, ala, 
and nasolabial fold. These can be detected 
by histologic examination and more exten- 
sive surgical excision accomplished. 


It would be both unfair and incorrect not 
to admit that many worth-while cures are 
achieved by the use of electro-desiccation, 
curettage, radium, and x-ray. Notwith- 
standing, surgical management presents a 
smaller margin for error. Surgery is also 
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the method of salvage in a great number of 
complicated recurrences. 

In the event that the primary tumor is 
either transitional or squamous cell carcin- 
oma, regional lymph nodes must come under 
observation. If regional nodes are involved, 
neck dissection is indicated—but not as a 
prophylactic measure against transitional 
or squamous cell carcinoma of the facial 
skin. The low percentage of metastasis 
does not justify so radical a procedure. All 
such cases should be followed clinically for 
one to one and a half years depending upon 
the nature of the case. Should malignant 
nodes develop later, dissection of the neck 
is indicated as a curative procedure only. 
It should not be used as a palliative meas- 
ure on the inoperable tumor. X-ray is the 
treatment for palliation. Conversely, x-ray 
is not curative for squamous cell carcin- 
oma in neck nodes, and should not be used 
in operable lymph node metastasis. 


Reconstruction 


As previously stated, the primary object 
of the treatment of malignant lesions of the 
face is complete removal. Once this has 
been accomplished there is no reason to stop 
short of a good result by leaving the pa- 
tient excessively scarred or deformed. 
Principles for correcting facial defects are 
innumerable. There is a good method to 
meet almost any situation. This is true 
with regard to the eyelids, nose, lips, and 
ears, as well as the flat surfaces of the 
cheeks and forehead. 

A surgeon once said, “The man who re- 
moves the tumor should not have to close 
the defect.”” The implication was that worry 
over being able to close a defect may lead 
to inadequate removal of tumor. Actually, 
this conservatism reflects a lack of under- 
standing and appreciation of the principles 
of reconstructive surgery. Armed with a 
thorough knowledge of reconstructive prin- 
ciples, the concern for adequate wide re- 
section is relieved. 

The earlier a lesion is treated surgically, 
the simpler its cure. Inadequate or late 
treatment results in extension of the tumor, 
demanding greater areas of resection. This 
in turn may require more complicated re- 
construction. 

Reconstruction may be immediate or de- 
layed. Where the specimen is simple, im- 
mediate reconstruction is justified. In cases 
of more complicated specimens, where 
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frozen sections are reliable, immediate re- 
construction is permissible. 

In many complicated specimens per- 
manent pathology sections are necessary, 
and delayed reconstruction is indicated. In 
cases requiring delayed reconstruction, a 
thin split graft may be used as a temporary 
dressing, under which recurrences can be 
observed without masking. The patient is 
much more comfortable, dressings are sim- 
ple, and staged reconstruction need not be 
rushed or performed prematurely. In any 
case of doubt, pedicle flaps should never be 
used to cover or mask potential malignancy. 


Illustrative Cases 


The following case reports will emphasize 
some of the points just discussed. 


Case 1 

The patient, a 65 year old widow, was first seen 
on April 14, 1954. She had had a hyperkeratotic 
lesion on the left upper lip for 12 years. One 
year prior to hospital admission the lesion began 
to grow. Focal point ulceration and bleeding be- 
gan six months prior to admission. 

The lesion measured 3 x 2 x 0.4 cm. It was 
located just above the angle of the mouth on the 
lip and invaded the vermilion margin. The lesion 
appeared to project upward from the surface 
rather than to extend inward. Neck nodes were 
negative. The lesion was excised, together with a 
0.5 em. margin on all sides including the underly- 
ing orbicularis oris. The vermilion margin was also 
taken with the specimen. Five frozen sections were 
taken, one on each of the four sides and one through 
the center of the lesion. The four sides were free 
of tumor, and the center cut showed no extension 
below the level of the muscle. The diagnosis was 
adnexal tumor, apparently completely excised. 
Permanent sections later confirmed these findings. 
The defect was corrected immediately by a naso- 
labial flap shift. The mucous membrane of the 
lip was advanced outward to reconstruct the new 
vermilion margin. The lateral cheek tissue was 
undermined to close the donor site. The opera- 
tion was performed on April 16, 1954. 


Hyperkeratoses may be present for years 
prior to transition into an active lesion. 
Such an example is seen in this case. The 
character of the growth was outward 
rather than penetrating and deep. Had the 
lesion penetrated the lip deeply, a wedge 
resection would have been required. The 
reconstruction in turn would have necessi- 
tated the two-stage Abbe-Estlander flap 
reconstruction from the lower lip. 

The practicality of frozen section is ob- 
vious in this case. Knowing that excision 
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was complete, an immediate and definitive 
reconstruction was achieved in one proce- 


dure. 


Case 2 

The patient was a 45 year old man, who noted 
a “papule” near the left upper margin of the eye- 
lid in February, 1954. The lesion was treated with 
an ointment. There was no response, and electro- 
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Fig. 1. (Case 1) A. Adnexal tumor 
with invasion of the vermilion. B. 
Reconstruction of the lip with a 
“finger flap” advancement of mucous 
membrane to reconstruct the verm- 
illion. C. Final result. 


desiccation was performed. The patient was lost 
to follow-up for one year. 

When seen for surgical consideration, the lesion 
measured 1.4 by 1.3 by 0.3 cm. It involved the 
central portion of the lid margin and appeared to 
be fixed to the underlying tarsal plate. Central 
ulceration and crusting were present. Eyelashes 
were missing along 0.8 cm. of the lid below the 
lesion. The histologic report was infiltrating stra- 


= 
| 
ii 
i 
} 
| 
} 


NORTH CAROLINA MEDICAL JOURNAL 


Fig. 2. (Case 2) A. A squamous cell carcinoma of 
the upper eyelid adherent to the tarsal cartilage. 
B. The first-stage Hughes reconstruction of the 
upper eyelid. The tumor was removed by block ex- 
cision of a portion of the upper lid. C. Final result. 


tified squamous epithelial cell carcinoma. A full 
thickness block excision of the upper lid was per- 
formed on August 28, 1955. The upper lid was 
reconstructed immediately by a modification of the 
first stage Hughes procedure. Healing was un- 
eventful. 

The postoperative pathology report was “infil- 
trating stratified squamous cell carcinoma of eye- 
lid, completely excised.” The patient was discharged 
on August 25. The lid margins were opened on 
October 4 under local anesthesia in the office, There 
has been no recurrence after a 20 months’ follow- 


up 


Malignant lesions of the eyelids are most 
satisfactorily treated by surgical excision 
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and reconstruction. Normally functioning 
eyelids more commonly follow such a plan 
of management. The adequacy of the ex- 
cision is always checked by a pathologist. 
Following electro - desiccation there is no 
such check. When electro-desiccation is 
extensive enough to eradicate the lesion, 
contracture, notching of the lid margin, ec- 
tropion, and irritation due to exposure of 
the globe, are common results. The same 
is true of x-ray or radium, in addition to 
the difficulty of adequately shielding the 
globe from irradiation. Chondritis is also 
an adverse complication. 

This case demonstrates the versatility of 
the Hughes procedure and its many modifi- 
cations in eyelid reconstruction. 


Case 3 

A 65 year old man had a lesion on the left ala in 
1952. Electro-desiccation was performed on sev- 
eral occasions by his physician. A recent exami- 
nation revealed continued growth. The histologic 
report was adnexal tumor. The patient was re- 
ferred for surgical excision and reconstruction on 
February 22, 1957. 

Examination revealed a centrally depressed scar 
with rolled, thickened, firm, and indurated edges. 
The entire thickness of the nostril was involved. 
Clinically, the lesion measured 1.5 by 1.5 by 0.5 em. 

On February 27 the lesion was excised, sacrific- 
ing the full thickness of the involved ala. Frozen 
sections of the lateral and medial margins revealed 
no tumor. 

A finger flap, 3 cm. in width, was developed 
along the left nasolabial fold. This flap was folded 
upon itself to furnish an inner lining for the nose, 
and the donor area was closed directly. Healing 
was uneventful, and the patient was discharged in 
seven days. 

Permanent pathology sections showed normal 
tissue borders. The diagnosis was adnexal tumor. 

Non-surgical treatment of epithelomas 
about the nose and nasal cartilages are ex- 
tremely unsatisfactory. The tumor is dif- 
ficult to control and chondritis is a com- 
mon occurrence. Though deeply penetrat- 
ing, the case was not complicated by lateral 
or medial spread. 

The value of the finger flap from the 
nasolabial fold is again demonstrated. 


Case 4 

A 34 year old white man in 1953 had a lesion 
on the right side of the nose which flaked and 
crusted. The lesion progressed and formed ele- 
vated white rolled edges. In August, 1954, it was 
electro-desiccated and curetted. In June, 1955, 
trichloracetic acid therapy was used. Growth con- 
tinued, with marked induration of the full thick- 
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Fig. 3. (Case 3) A. Adnexal tumor 
involving full thickness of the left 
ala. B. Shows the required area of 
excision. The finger flap has been 
made ready for transfer. C. Final 
result. 


ness of the ala region. When seen on December 7, 
1956, the lesion appeared limited to the region of 
the ala and triangular cartilage on the right side 
of the nose. No extension into the cheek could be 
palpated. The referring diagnosis was baso-squam- 
ous carcinoma (transitional cell carcinoma). Clin- 
ically, the lesion was estimated to measure 1.3 cm. 
in diameter. 


On December 12 resection of the right side of 
the nose was begun. Tumor was encountered in 
the nasolabial angle, indicating extension into the 
cheek. The resection was extended to include a 
portion of the right cheek, the ala base with a 
portion of the upper lip, the right side of the nose 
up to the septum, and the nasal cartilages up to 
the lower border of the nasal bone. Immediate re- 
construction was abandoned. 

Pathologic diagnosis was transitional cell car- 
cinoma. The medial and inferior margins were 
tumor free. The lateral and superior margins 
showed extension of the tumor to the cut edge of 
the specimen. 


On December 18 the lateral and superior mar- 
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Fig. 4. (Case 4) A transitional cell carcinoma of 
the iceberg type. The hyphenated line indicates the 
degree of tumor extension. Surgical excision had 
to be outside the line of excision. 
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gins were re-excised, taking a margin of nasal 
bone, skin, and cheek tissue down to the perios- 
teum of the maxilla. Free margins were obtained, 
and no perineural lymphatic invasion was noted 
pathologically. The defect was covered with a split 
graft. 


Projected reconstruction with a thoraco-acromial 
tube was planned. The nature of the patient’s 
profession made the use of a forehead flap un- 
desirable. 


This case emphasizes the difficulty in 
handling lateral nasal lesions over cartilage 
by chemicals, electro-desiccation, or x-ray. 
The nature of the “iceberg” lesion is clear- 
ly seen. Clinically, the lateral extension 
could not be picked up by palpation. Early 
surgical excision might have allowed for 
reconstruction similar to that used in case 
83. Instead, multiple staged reconstruction 


Fig. 5. (Case 6) A depressed scar with 
a crusted surgace secondary to electro- 
desiccation and x-ray therapy. Anterior 
to the sear is an area of recurrent adnexal 
tumor. B. The area of excision and a flap 
prepared for reconstruction of the defect. 


will be necessary. Further delay might 
have resulted in perineural lymphatic in- 
vasion, further increasing the salvage prob- 
lem. 

The split graft adds to patient comfort, 
simplifies local care, and allows open clini- 
cal examination and follow-up. 


Case 5 

A 67 year old white man, first seen on January 
6, 1956 had an adnexal tumor of the face which had 
been treated for 23 years unsuccessfully. The tu- 
mor originated below and anterior to the right ear. 
Electro-desiccation was first used, followed by 
three years of x-ray treatment and observation. 
This in turn was followed by several years of 
electro-desiccation, curettage, and various oint- 
ments. Activity was still evident. Five years ago 
a portion of the tumor, including part of the ear 
lobe, was surgically excised and the area covered 
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with a split graft. The tumor recurred around and 
under the graft. Two local excisions were per- 
form, to no avail. 

There was a history of coronary attacks in De- 
cember, 1954, and May, 1955. 

Examination revealed an area of ulceration be- 
ginning in the postauricular region and extending 
forward over the parotid and mandibular regions. 
The ulceration over the parotid was deep and 
fixed, with an area of induration extending 4 cm. 
anterior to the ear, 5 cm. along the body of the 
mandible, and 3 cm. along the postauricular angle. 
The skin around the area showed signs of radia- 
tion. An operation was performed on January 18 
under endotracheal anesthesia. Wide excision of 
soft tissue from the mandibular, pre-and post- 
auricular regions, was begun. It soon became ap- 
parent that the ulcer base was fixed and penetrated 
the parotid gland. The facial nerve was dissected 
out completely to allow safe removal of the super- 
ficial portion of the parotid gland. Excision left a 
huge defect with exposed facial nerve in the 
wound. In order to avoid a free graft over the 
facial nerve and incised parotid tissue, a large 
flap was shifted upward from the lateral neck 
region. This flap covered the pre- and post-auricu- 
lar defect, including the parotid gland and facial 
nerve. A full-thickness graft was used to close the 
remaining defect of the upper portion of the cheek. 

The pathologic diagnosis was “multicentric ad- 
nexal tumor and transitional cell carcinoma with 
chronic inflammation and foreign body granuloma- 
tous reaction.” The ulcer penetrating the parotid 
was foreign body granuloma, presumably second- 
ary to deep fulguration of tissue. Roentgen ther- 
apy may or may not have been a contributing 
factor. 

Eighteen months following the operation the 
tissue is soft and pliable, showing no evidence of 
recurrence. 

Treatment of multicentric lesions by any 
method other than block excision is usually 
unsatisfactory. Focal point treatment usual- 
ly results in peripheral recurrence. For- 
tunately, most multicentric lesions are not 
penetrating in nature. Superficial involve- 
ment over a wide area is usually the rule. 
Indiscriminate sacrifice of the facial nerve 
when it is not involved, even in tumor sur- 
gery, is inexcusable. The value of dissect- 
ing the nerve out in selected cases of paro- 
tid gland involvement cannot be overesti- 
mated. 


Case 6 

A 59 year old man, first seen on April 24, 1956, 
had had an adnexal tumor in the right temporal 
region for 10 years. He had been treated by a 
combination of electro-desiccation and x-ray ther- 
apy over a period of several years. He became lost 
in follow-up to his physician for approximately 
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two years prior to coming in with an obvious re- 
currence. Surgical excision and reconstruction was 
then advised. 

Examination revealed a depressed scar, 3 cm. in 
diameter, on the right anterior temporal region. 
There was a combined scab and keratin formation 
in the center of the scar. Around the forehead 
margin of the depressed area was a firm tumor 
mass beneath the skin. The entire area was 
firmly fixed. Skull films showed no bone destruc- 
tion. The area excised was 5 cm. wide. A portion 
of temporal fascia and muscle was removed later- 
ally. Medially, the dissection was subperiosteal. 
Bone was not involved. A cheek flap measuring 5 
by 9 cm. was utilized to close the defect. 

Pathology report was: (1) “Adnexal tumor, ap- 
parently completely excised, and (2) large scar in 
skin with focal ulceration.” Six weeks later a “dog 
ear” was revised to complete the case. 

Although many adnexal tumors are slow- 
growing, loss in follow-up may give the 
clinician the impression that cure has been 
obtained. Had this patient failed to return 
to his physician, the bone could have beer 
invaded—not an irreversible tragedy, but 
complicating an otherwise simple surgical 
problem. 


Case 7 

A 53 year old white man, when seen on Janu- 
ary 22, 1952, gave a history of scaling and crust- 
ing of the lower lip for a period of five years. For 
the last year bleeding occurred, with separation 
of the crust. For three months the patient had 
noticed firmness in the substance of the lip. 
Examination revealed a tumor of the left side of 
the lip measuring 2.3 x 1.5 x 1.5 em. The lesion 
presented firm, rolled edges, with a depressed 
crater covered by a honey-colored crust. There 
were no palpable neck nodes. 

On January 25, 1952, a modified wedge resection, 
3.4 em. wide, was performed under local anesthesia. 
Good margins were taken, as proved by frozen 
section. An Abbe-Estlander flap was used for im- 
mediate reconstruction. 

This case represents the standard method 
of handling lower lip squamous carcinoma 
uncomplicated by lymph node involvement. 
The defect was too wide after excision for 
simple closure without deformity. The 
Abbe-Estlander flap taken from the oppo- 
site lip is an excellent method of rebuilding 
a portion of lip lost for any reason. 


Case 8 

A 50 year old white woman, was first seen on 
April 6, 1957. A tumor had developed on the left 
side of her nose eight years previously. The le- 
sion was treated by electro-desiccation and cure- 
ttage on five different occasions. Two years later 
it had progressed into the angle between nose and 
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Fig. 6. (Case 7) A squamous cell carcinoma of 
the lower lip. B. Final result after excision of the 
tumor and reconstruction with an Abbe-Estlander 
flap. 
lower eyelid. A non-medical person treated her 
by the so-called “cancer paste method.” The lesion 
extended into the lower eyelid medially after this 
treatment. Eighteen months prior to examination 
the patient had received x-ray therapy. The lesion 
continued unabated until her local surgeon per- 
formed a biopsy. The diagnosis was adnexal tumor. 

Examination revealed a firm tumor mass involv- 
ing the left side of the nose, the medial half of 
the lower eyelid with encroachment upon the 
medical canthus and a portion of the cheek below 
the eyelid. The eye was markedly inflammed, with 
retraction of the lid margin downward producing 
an ectropion. Fortunately, there was no evidence 
of orbital invasion. The tumor moved freely over 
the underlying bone of the nose, cheek, and orbital 
margin. 
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Fig. 7. (Case 8) A. An adnexal tumor involving 
the left side of the nose, cheek, inner canthus and 
lower eyelid. The tumor extended beyond this line 
to involve the entire eyelid. B. Final result fol- 
lowing total lid reconstruction by a modification 
of the Hughes procedure. 


On April 15 the right side of the nose, medial 
canthus, three fourths of the lower eyelid, and a 
portion of the cheek was resected at the sub- 
periosteal level over the underlying bone. 


Frozen sections at the medial canthal region pre- 
sented tumor-free margins. The eyelid margin 
literally contained tumor. The entire lid was re- 
moved, and a normal tissue border was then 
obtained. 


Immediate reconstruction was instituted for two 
reasons: (1) The tumor was considered completely 
excised, and (2) the globe of the eye was unpro- 
tected. The entire lower lid was reconstructed, 
using a modification of the Hughes technique. The 
mucous membrane and tarsal plate of the upper 
eyelid was brought down to the lower sulcus. A 
large curvi linear cheek flap was rotated upward 
to reconstruct the outer lid covering and the side 
of the nose. Healing was uneventful, and the 
patient was discharged six days following the 
operation. 


Six weeks later the lids were separated and the 
lid margins were revised. The lower lid function 
was adequate in that the globe was protected from 
irritation. There was normal apposition with the 
upper lid. 
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Surgery was resorted to as a late salvage 
method. Surgery performed several years ago may 
have saved the patient’s eyelid. Cancer paste char- 
letons are apparently still with us. Fear of surgery 
is usually the reason given the patient for patron- 
izing the nonprofessional. 

The value of a patient and well performed 
frozen section stands out in this case. Secondary 
excision of the remaining tumor and eyelid was 
made possible by the information received. Im- 
mediate reconstruction was necessary to protect 
the eye after complete removal of the lower lid. 
Such reconstruction was accomplished only after 
satisfactory borders were obtained and confirmed 
pathologically. 

The lower lid, cheek, and side of the nose was 
satisfactorily reconstructed by another modifica- 
tion of the Hughes procedure. The function of the 
eye and eyelid is satisfactory. No corneal ulcera- 
tion was encountered. 


Conclusion 
Epitheliomas of the skin of the face usu- 


BARBITURATE INTOXICATION—HAYES 105 


ally have a low malignancy potential. Such 
tumors can, nevertheless, produce destruc- 
tion, deformity, and death. Lack of respect 
for the malignancy potential should not 
result in unsound and half-way treatment 
measures. 


Only the excised surgical specimen al- 
lows a careful pathologic study for ade- 
quacy of tumor removal. The accuracy of 
such a study of epitheliomas of the face is 
greater than with any other class of tumor 
in the human body. This principle is basic. 


Once the lesion is out, the patient is en- 
titled to reconstruction with minimal de- 
formity. 


Whether the lesion is large or small, 
surgical excision followed by reconstruction 
produces the best result. This is true as to 
cure rate and appearance of the patient. 


Current Concepts in the Treatment of 


Barbiturate Intoxication 
DONALD M. HAYEs, M.D. 


WINSTON-SALEM 


While the number of deaths by suicide 
has declined considerably over the past few 
years"), suicide by ingestion of barbitur- 
ates has increased. It is estimated that 
55 to 85 per cent of suicidal attempts are 
by the use of barbiturates‘); hence it is of 
tremendous importance to all physicians, 
more particularly internists, psychiatrists, 
and general practitioners, to be conversant 
with all methods of treatment and well 
versed in whatever method they adopt as 
their own. 


Pharmacology 


The barbituric acid group of drugs differ 
in duration of action—long, intermediate, 
and short—as a result of the manner in 
which they are metabolized. The shorter 
acting drugs—pentobarbital, Amytal, amo- 
barbital and thiamylal—are usually bound 
loosely to proteins in the blood and extrav- 
ascular compartments and are detoxified in 
the liver“*?*), The intermediate acting 
drugs are supposed to be partly protein- 
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bound and detoxified by the liver, and part- 
ly excreted by the kidneys‘'*?:*). The longer 
acting drugs, such as phenobarbital, are 
held in the blood and extravascular com- 
partments in a free or very loosely bound 
state and are excreted in large part by the 
kidneys‘:*), 


Wright'*’ and Sunshine and Hackett 
note that there is good correlation between 
the patient’s clinical condition, the blood 
level of barbiturates, and the type of drug 
ingested. In addition, Wright’ believes 
that this correlation is so good that the 
approximate dose of drug ingested can be 
calculated from the patient’s weight, the 
maximum blood level of barbiturate, and 
the time since ingestion of the drug. 


Modifying factors 


Certain conditions may be present which 
will modify this correlation. Comparatively 
low blood levels of barbiturate may be ob- 
served in association with profound de- 
pression when the picture is complicated by 
shock"**), anoxia‘, senility “°", Parkin- 
sonism‘*), or the additive effect of other 
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poisons'®), particularly alcohol’), In 
laboratory animals, the anesthetic and 
lethal doses of barbiturates are reduced as 
much as 50 per cent by premedication with 
alcohol''*:?:1%, The other features have been 
observed clinically by many workers fami- 
liar with this problem. The clinical pic- 
ture can also be modified by the ingestion 
of so-called long-acting or delayed-acting 
sedatives, the maximum respiratory effect 


not becoming evident until 14 hours or more 
after the ingestion of the material‘*!!), 


On the other hand, barbiturate addicts or 
persons who have ingested stimulants with 
barbiturates frequently show high blood 
levels of drug without an equivalent degree 
of depression‘*®), 


Depressive action 

The action of barbiturates on the body is 
predominantly one of depression. This is 
mediated largely through the central nerv- 
ous system, but the drugs also have a direct 
action on the cardiovascular and gastro- 
intestinal systems‘'**), The primary ac- 
tion takes place in the cerebral cortex, the 
thalamus, and the brain stem, where im- 
pulses are blocked or slowed. Published 
reports''*) indicate that this effect is prob- 
ably one of inhibiting the dehydrogenase 
stages of pyruvic and lactic acid metab- 
olism in the cells of the central nervous 
system so that they are unable to utilize 
oxygen in the breakdown of d-glucose for 
energy needed for the transmission of im- 
pulses. This effect is manifested by a 
marked respiratory and cardiac depression, 
with slow respirations and pulse, the latter 
being of poor quality and later becoming 
rapid. In addition, large doses exert a di- 
rect cardiotoxic activity which will cause 
arrhythmias and rarely asystole*’. The 
margin between the dose required for cen- 
tral nervous system depression and that re- 
quired for cardiotoxicity is so great, how- 
ever, that the latter is rarely a problem 
when the drugs are used in therapeutic 
dosages. These drugs also exert a direct 
action on the gastrointestinal system con- 
sisting of slowed peristalsis and a decrease 
in volume of secretions’*?). Large doses 
of barbiturates will produce peripheral 
vasodilatation and hypotension, probably 
due to a combined central nervous system 
and peripheral 
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Clinical Picture 


From the discussion above, one would 
expect to see in a victim of acute barbitur- 
ate intoxication: (1) impairment of con- 
sciousness ranging from drowsiness to 
completely unresponsive coma; (2) respira- 
tory depression; (3) possible peripheral 
circulatory collapse; and (4) a variety of 
central nervous system signs—decreased or 
absent reflexes; pupils which are contracted, 
dilated, or fixed, nystagmus, strabismus, 
and pathologic 

Using electrophoresis, Sunshine and 
Hackett), and Wright‘*) have published 
impressive figures showing the relationship 
between clinical status and blood barbitur- 
ate level. They believe that each drug has 
a characteristic disappearance curve which 
is directly related to the duration of the 
drug’s action and which can be useful for 
prognostic purposes. Berman, Jeghers, and 
Schreiner‘®) have extended this work some- 
what and find that maximum blood levels 
of 8 mg. per 100 milliliters of phenobarbital 
or 3.5 mg. per 100 milliliters of the short or 
intermediate acting drugs can generally 
be considered to be in the fatal range. Po- 
tentially fatal doses have been calculated at 
5 Gm. or more for phenobarbital and 3 Gm. 
or more for the shorter acting com- 
pounds‘*>.®), These figures would seem to 
be more dependable than those evolved by 
compounding unreliable patient histories. 

Determination of the type of drug in- 
gested from analysis of aspirated gastric 
contents can be quite helpful in diagnosis 
and prognosis when one is confronted by a 
patient from whom no reliable history can 
be obtained. Higgins and Gee‘ have 
found this practice quite helpful as a part 
of their routine for handling such patients. 


Review of Cases 

Within the past 12 years 17 patients, 12 
female and 5 male, have been admitted to 
the North Carolina Baptist Hospital with 
a history of ingestion of barbiturates and 
a clinical picture compatible with drug in- 
toxication. The average age was 36.4 
years, the mean age 36 years. The age ex- 
tremes were 9 years and 83 years, both 
among the male patients. 

The significant features of the case his- 
tories are presented in table 1. The head- 
ings are self-explanatory except in one 
instance. The Stage (column 6) is adapted 
from Sunshine and Hackett’, who propose 
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Duration of 


Patient Age Sex Drug Quantity Stage* Treatment Coma 

1, Tae 19 F Phenobarbital . III Supportive (received 30 mg. 60 hours 
of amphetamine) 

2. *F.0: 43 F Secobarbital 0.6 Gm. III Supportive 10 hours 

Alcohol 
3. ELS. 30 F Butabarbital 1.5 Gm. II Caffeine sodium benzoate 0.5 ? 
(24 hours before seen) Gm. Amphetamine 40 mg. 
4. G.B. 43 F Pentobarbital 1.4 Gm. II Supportive 10 hours 
(13 hours before seen) 
5. M.C. 83 M Phenobarbital 2.3 Gm. IIl Supportive 13 hours 
6. H.G. 58 M Pentobarbital 1.5 Gm. I Supportive 12 hours 
(12 hours before seen) 

“MBS F Secobarbital 0.6-1.3 Gm. Adrenalin 2.0 ce. 11 hours 
Coramine 1.0 ce. 

Picrotoxin 3.0 mg. 
Strychnine 1.0 mg. 
Metrazol 15.0 ce. 

&:- EF 24 F Pentobarbital ? V Amphetamine 100 mg. 103 hours 
Dextro-amphetamine 60 mg. 

Sodium succinate 3 ampules 
Tracheotomy 

9. DJ. 33 F Tuinal+ 2.4 Gm. III Caffeine sodium 12 hours 
benzoate 0.5 Gm. 
Coramine 2.0 ce. 
Ritalin 50 mg. 

10. S.K 36 F Carbrital} ? II Supportive 12 hours 

|S ee 36 M Amobarbital ? III Supportive 16% hours 

Secobarbital ? 

10.1 38 F Phenobarbital 10.0 Gm. V_ Supportive, with respirator Expired after 
and intermittent positive 100 hours 
pressure breathing. Had re- 
ceived 90 mg. picrotoxin, 0.8 
Gm. Metrazol, 50 ee. I.V. 

Coramine, and 8.0 Gm. 
caffeine sodium benzoate be- 
fore admission. 
13. LM, 41 F Pentobarbital 0.6 Gm. III Supportive 16 hours 
? others 
14. M.P 33 F Carbritalt 16-18 caps. V_ Supportive 58 hours 
Doriden+ 

Pentobarbital 1.2-1.5 Gm. III 6.0 c.c. Picrotoxin 18 hours 
3.0 ¢.c. Coramine 

16. B.S. 23 F Ethobral+7+ ? III Supportive 12 hours 

9 M Pentobarbital 0.3 Gm. II Supportive 0 hours 


* Sunshine and Hackett (5) 
+ Tuinal—a combination of 50 mg. of amobarbital and 
Indianapolis, Indiana. 
{ Carbrital—a combination of 250 mg. carbrolnal and 100 mg. pentobarbital. Parke, Davis and Company, 
Detroit 32, Michigan. 
**Doriden—500 mg. tablets of glutethamide. Ciba Pharmaceutical Products, Inc., Summit, New Jersey. 


mg. of secobarbital. Eli Lilly and Company, 


++Ethobral—a combination of 50 mg. secobarbital, 30 mg. butabarbital, and 50 mg. phenobarbital. Wyeth 
Laboratories, Philadelphia, Pennsylvania. 
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the following criteria for uniform classifi- 

cation of patients with drug intoxication. 

Stage I The patient is awake, mentally 
competent, and only mildly se- 
dated. 

Stage II The patient is sedated, prefers 
sleep but can be aroused; he does 
not cerebrate properly, but has 
normal reflexes. 

Stage III The patient is comatose, but re- 
flexes are present, although they 
may be decreased. 

Stage IV The patient is comatose with re- 
flexes absent. 

Stage V_ The patient is comatose with re- 
reflexes absent and circulatory 
and/or respiratory depression. 

The various therapeutic regimens used 
are indicative that these patients were man- 
aged by different physicians. The response 
to treatment, however, compares favorably 
with other reports. In this group the dura- 
tion of coma was extremely variable, but 
usually related to the amount of drug in- 
gested. The use of analeptics did not seem 
to alter morbidity or mortality signifi- 
cantly. The one death occurred in a pa- 
tient who took 10.0 Gm. of phenobarbital, 

a dose universally recognized as fatal. An- 


aleptics were extensively used without ob- 
vious benefit in this case. 


Treatment 


Methods of treatment for acute barbi- 
turate intoxication can be considered under 
three headings: (1) established, (2) con- 
troversial, and (3) experimental. 


Accepted methods 

On reviewing the literature, one finds 
general agreement on many features of the 
treatment. Authors differ only in the em- 
phasis which they place on these methods. 


Gastric aspiration: Most authorities con- 
sider gastric aspiration a worth-while pro- 
cedure if the drug was ingested less than 
six hours before admission. Some do not 
believe that added risk of aspiration is 
greater than the chance of recovering sig- 
nificant amounts of Our ex- 
perience has been that aspiration takes place 
only in a patient whose pharyngeal and 
laryngeal reflexes are abolished. A patient 
whose reflexes are absent will require endo- 
tracheal intubation for subsequent care of 
the respiratory system. On has only to per- 
form the necessary intubation with a tube 
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carrying an inflatable cuff and inflate the 
cuff in order to pass a gastric tube with im- 
punity. Subsequently, gastric lavage can 
be performed easily, using small amounts of 
saline (50 to 100 ml.) and taking care to 
recover the preceding injected amount be- 
fore giving the next portion. On occasion 
as much as 2 liters of fluid may have to 
be used in this manner before the solution 
returns clear. Another point in favor of 
gastric aspiration and lavage is that the 
type of barbiturate ingested can be determ- 
ined by analyzing the gastric contents. 


Maintenance of fluid balance is manda- 
tory. Upon the arrival of a comatose 
patient at the hospital, fluids, preferably 
normal saline or 5 per cent dextrose in 
water, should be started in an easily acces- 
sible vein with a large bore (no. 18 or no. 
19 gauge) needle. Blood for determination 
of electrolytes, blood sugar, blood urea 
nitrogen, serum barbiturate level, hemoglo- 
bin, and white blood count can be with- 
drawn at this time. Constant administra- 
tion of fluid as long as coma persists allows 
one to give the daily fluid requirement and 
also have an available route for the injec- 
tion of intravenous drugs if complications 
should develop‘!'«!"'®, The blood determ- 
inations noted above should be followed 
daily and appropriate adjustments made in 
the fluids administered. An indwelling 
catheter should be introduced and left in 
place until the patient can void voluntarily. 
This will prevent distention of the urinary 
bladder and will also facilitate nursing care 
and the circulation of fluid requirements. 


Care of the respiratory system is stressed 
by all authorities in this field. The patient 
should be placed with the neck extended, 
the tongue lifted forward, and a patent air- 
way insured. If qualified personnel are 
available and the patient’s pharyngeal and 
laryngeal reflexes are absent, an endo- 
tracheal tube should be inserted as noted 
above. The endotracheal tube should be 
cleaned frequently and changed every 12 
hours. If intubation is required for longer 
than 24 to 36 hours, a tracheotomy should 
be performed. In the absence of proper 
facilities for following the above program, 
a pharyngeal airway will be of help. and 
will provide an adequate air passage in 
many instances. Artificial respiration may 
be needed as an emergency procedure. This 
can be performed with a manually operated 
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bag or any of the accepted units for in- 
termittent positive pressure breathing. 
Though an adequate air passage has been 
attained, the respiratory depression present 
may be so severe that adequate exchange is 
still not taking place. It is in such cases 
as this that intermittent positive pressure 
breathing can be life-saving. Oxygen should 
be administered routinely as long as the 
patient is comatose or has respiratory de- 
pression. Since most of these patients who 
die do so because of respiratory difficulties, 
every effort should be made to insure a free 
airway and adequate respiratory exchange. 
Rarely bronchoscopy, tracheotomy, or a 
respirator may be required, but should not 


be withheld if the need 
15a,d,16) 


Management of complications: Since 
many of these patients will remain coma- 
tose for several days, one of the problems 
encountered is atalectasis, pneumonia or 
both. The use of antibiotics will frequently 
forestall the latter. Most writers advocate 
the prophylactic use of procaine penicillin 
in dosages of 600,000 units twice daily. 
Turning the patient frequently can also be 
of help in preventing these complications. 
This measure should be included as part of 
the comprehensive nursing 

There is little disagreement concerning 
the treatment of the various complications 
arising in these cases. Bedsores and ulcers 
of the eyes and mouth can be prevented or 
combatted by adequate and appropriate 
nursing measures. 

All authorities agree that rapid-acting 
digitalis preparations are necessary in the 
event that heart failure 7:19), 

Hypothermia can usually be controlled by 
the use of blankets and heat cradles. Hyper- 
thermia, one of the most dreaded compli- 
cations, is treated with water or alcohol 
sponges applied to the body, and the ad- 
ministration of aspirin 
With qualified personnel, induced hypo- 
thermia should be a valuable adjunct to the 
handling of hyperthermia. 

The artificial kidney: One of the most 
outstanding developments in treatment is 
the artificial kidney. Although not widely 


practiced, this method is accepted in all 
centers where an artificial kidney is avail- 
able. In patients given large doses of 
barbiturate, 20 to 66 per cent of it is re- 
covered from the blood over a period of 


BARBITURATE INTOXICATION—HAYES 109 


four hours, during which time 0.5 to 4 per 
cent is normally excreted in the urine‘**?”). 
Hemodialysis seems to be most effective in 
removing those drugs in the long-acting 
group of barbiturates which theoretically 
circulate in a free state. Although least 
effective in short-acting drugs, the artifi- 
cial kidney still removes 20 to 30 times as 
much drug as does the normal kidney‘**'*?. 
Other forms of dialytic treatment, such as 
peritoneal lavage, have been tried, but do 
not seem as effective as the artificial kidney, 
although admittedly technically simpler‘. 


Controversial methods 

Hypotension associated with barbiturate 
intoxication has been treated by placing 
the patient in the Trendelenburg position 
and administering plasma or plasma sub- 
stitutes, by the use of pressor drugs such 
as Neo-Synephrine, Paredrine or levo-ar- 
terenol or by a combination of these meth- 
ods. This complication must be dealt with 
swiftly and efficiently, since circulatory de- 
pression is another mode of exit of these 
patients’ 1e,14,15a,b,d,16) 

Medical authorities in Great Britain and 
the Scandinavian countries have long ago 
eschewed the use of central] stimulants, and 
their reported series of cases have an aver- 
age mortality of 3.4 per cent as compared 
with 31.2 per cent in several series in which 
stimulants were They be- 
lieve that hyperthermia is much less fre- 
uently encountered in patients who have 
not had stimulants'!»:''5"), They also cite 
laboratory evidence which shows that: (1) 
while effecting increased respirations in 
light or moderate barbiturate depression, 
the analeptics have no effect and are some- 
times harmful in heavily depressed animals; 
(2) all stimulant drugs, after reaching 
maximum activity, have a phase of depres- 
sion with decreased cerebral oxygen ten- 
sion; and (3) certain analeptic drugs cause 
oxygen deficiency in the brain by enormously 
increasing the need for it There- 
fore, the advocates of this “non-stimula- 
tory” method believe that these patients 
should be treated as anesthesiologic nursing 
problems, requiring close attention and 
careful maintenance. 


This method of treatment is also advo- 
cated by some workers in the United 
States‘®1°1%), although many of them still 
recommend the use of analeptics. Of the 
analeptic drugs, the most commonly used 
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are picrotoxin, Metrazol, nikethamide, am- 
phetamine, dextro-amphetamine, strychnine, 
and caffeine. Of these, the first three are 
used most often and are generally felt to 
be more efficacious 


Experimental Methods 


Within the past decade, several new 
methods have been introduced in the treat- 
ment of barbiturate intoxication, but none 
of these has been tried sufficiently to judge 
its merits. 


Subconvulsive electrostimulation 

The first of these methods is subconvul- 
sive electrostimulation for the maintenance 
of respirations. Cases have been reported 
in which this method was used for as long 
as 12 hours and seemingly effected miracu- 
lous cures‘'*»’®, Perhaps this is a superior 
way of combatting one of the symptoms of 
barbiturate intoxication, but it would seem 
to have no effect on the primary cause of 
distress. One might also point out that the 
effect of electrostimulation on the brain is 
similar to that of analeptic drugs in one 
respect —it increases the central activity 
with a concomitant increase in need for and 
utilization of oxygen. More recent work‘*°) 
would seem to make the outlook for this 
method more optimistic. Peripheral elec- 
trical stimulation is reported to be equally 
as effective in stimulating respiration as is 
central stimulation, without the disadvan- 
tage of increasing central activity and 
secondarily increasing oxygen requirements. 
It is postulated that this effect takes place 
through a reflex mechanism involving the 
peripheral afferent nerves and the respira- 
tory center. 


ACTH 

Kubota‘*’ presents a small series of pa- 
tients who were treated successfully with 
ACTH. This would really not appear to be 
a specific form of therapy, but could pos- 
sibly be of benefit if used as a part of a 
general supportive regimen for a_ patient 
who shows evidence of so-called functional 
adrenal cortical insufficiency. 

Scattered reports on various experiment- 
al drugs in the treatment of barbiturate 
intoxication have appeared in the literature 
from time to time'**’. Some work of this 
type appears to have borne fruit with the 
introduction by Shaw‘**) of Megimide (B- 
methylethylglutarimide) and amiphenazole 
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(Daptazole) in the treatment of barbiturate 
coma 

On first glance at the enthusiastic reports 
about this combination, one is inclined to 
agree with their claims. However. there are 
a few consideration which give one pause. 
Firstly, although the immediate rousing ef- 
fect of the drugs is definitely noted, the 
rapidity and degree of recovery, rate of eli- 
mination of the drug, and length of coma 
are the same in treated patien.s as in con- 
trols?*), Secondly, Clemmeson ‘***) re- 
ported a series of patients managed by con- 
servative therapy alone in 1951‘), in 
which the survival rate was equal to or 
better than his present reported series 
treated with Megimide and amiphenazole. 
Thirdly, the complications of this treat- 
ment, convulsions and psychoses, are not 
completely benign'*’). Lastly, Plum and 
Swanson concluded that the action of these 
drugs was like that of Picrotoxin except 
more rapid, milder, and with fewer unde- 
sirable side effects. They observed also 
that, like the analeptics, the action of these 
drugs is better with lighter degrees of de- 
pression, poorer with deeper degrees. 
Therefore, one can readily see that further 
clinical trials and more investigation will 
be necessary before our knowledge of these 
drugs is complete. 


Summary 

The following are the currently accepted 
methods of treatment. It should be recos- 
nized that each point must be considered in 
the light of the individual patient. 

1. Gastric aspiration and lavage, pre- 
ceded by trachea] intubation, particu- 
larly if drug ingestion was within six 
hours or if the type of drug ingested 
is unknown. 

2. Establishment of free air exchange by 
proper positioning of the patient, tne 
administration of oxygen through a 
pharyngeal or laryngeal airway, and 
the use of intermittent positive pres- 
sure breathing. Rarely bronchoscopy, 
tracheotomy, or the use of a respira- 
tor is indicated. 

3. Administration of prophylactic anti- 
biotics. 

4. Maintenance of fluid balance. 
Expert and constant nursing care. 
6. Plasma or plasma expanders, pressor 

agents, or both for hypotension. 


on 
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7. Digitalis for heart failure. 

8. Blankets and heat cradle for hypo- 
thermia. 

9. Cool sponges and antipyretics for 
hyperthermia. Induced hypothermia 
under anesthesiologic supervision if 
these are unsuccessful. 


10. Hemodialysis if indicated and avail- 
able. 


European authorities using these meth- 
ods, excluding hemodialysis and the use of 
analeptics, have reported series of 87 and 
90 persons with mortality rates of 3.4 per 
a figure not approached by 
American workers until recent years, with 
more widespread acceptance of conserva- 
tive management without 

One must adopt one’s own methods of 
treatment, utilizing these facts and others 
cited earlier. It seems obvious that the ‘“‘non- 
stimulatory” method of treatment is pre- 
ferable, with the probability of rapid 
universal acceptance of hemodialysis at an 
early date, At this point we are also unable 
to rule out universal acceptance of Megi- 
mide and amiphenazole if it can be proven 
conclusively that the former is a_ specific 
barbiturate anatagonist, rather than “just 
another analeptic,” which it appears to be 
at this time 

Background material on attempted sui- 
cides with barbiturates, the pharmacology 
of barbiturates, and the signs and symptoms 
of barbiturate intoxication are reviewed. 

A series of 17 cases of barbiturate in- 
toxication is presented. Although it is 
recognized that the series is too small for 
statistical analysis, a few pertinent obser- 
vations are made. 

Various modes of therapy and their un- 
derlying concepts are reviewed. This re- 
view includes observations concerning hem- 
odialysis and the newer central stimulating 
agents. 

The essential features of good manage- 
ment of acute barbiturate intoxication are 
outlined, and it is concluded that supportive 
treatment alone is the treatment of choice, 
and that the use of analeptic drugs, in- 
cluding the so-called barbiturate antagon- 
ists, has no place in the treatment of this 


condition. 
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Penicillin Allergy 


Report of a Cuse of Environmental Contacts 
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and 
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A 26 year old white housewife had had 
three or four contacts with penicillin in 
small amounts during the past eight 
months. Two of these were followed by 
peripheral vascular collapse, the first 
promptly and the second delayed, and each 
was followed by a three to five day course 
of pruritic urticaria. The first reaction the 
patient ever had followed the ingestion of 
one cold preparation incorporating penicil- 
lin, the second from tasting penicillin with- 
out swallowing it, the third from vaginal 
mucosal contact, and the fourth, possibly, 
from handshaking. Controlled tests indi- 


From Ashe Memorial Hospital, Jefferson. 


cated that the patient is highly sensitive to 
penicillin. 

On May 9, 1957, she took one of five cold 
tablets containing penicillin obtained else- 
where by her husband for cold and sore 
throat. Immediately after taking the tablet 
she experienced numbness of the lips and 
tongue. Generalized pruritus and slight red- 
ness of the eyes developed. The symptoms, 
accompanied by weakness, were subsiding 
upon her arrival at the emergency room of 
the hospital. Her blood pressure was 125 
systolic, 85 diastolic. The patient was given 
10 Gm. of Chlor-Trimeton intramuscularly 
and a prescription of Repetabs of the same 
drug. She was warned about the likelihood 
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of future and more severe penicillin reac- 
tions. 


First Admission 


On June 14, 1957, Benadryl and Compo- 
illin V were prescribed by a local phy- 
sician for one of her children for allergic 
rhinitis with secondary infection. Her cur- 
iosity aroused, she dipped her fingertip in 
the medicament and touched it to her own 
tongue. Immediately afterward she had a 
burning sensation similar to that pieviously 
experienced, and she spat out the drug 
thoroughly. In two minutes she was “burn- 
ing all over.’’ Headache rapidly developed, 
and she was observed by her husband to 
convulse lightly when brought to the emerg- 
ency room at the hospital about six coun- 
try miles away. 

When she was seen during this second 
episode, she was having generalized red- 
ness, no palpable pulse or blood pressure, 
but she was mentally alert, though weak. 
She was given 0.25 cc. of a 1:1000 dilution 
of epinephrine intramuscularly. Fifteen 
minutes later her blood pressure had risen 
to 50 mm. systolic radially, and continued 
to climb slowly to 65 mm. within 30 min- 
utes. In this time she also received 10 mg. 
of Chlor-Trimeton and 2 grains of pheno- 
barbital for headache, Obtaining no relief 
of the headache, she was given \4 grain 
of morphine intravenously and !4, grain in- 
tramuscularly. Shortly thereafter her blood 
pressure dropped and Levophed drip was 
required to maintain a level of 100 systolic 
for the next two or three hours. During this 
period she vomited 250 cc., her headache 
persisted, and she was temporarily cyan- 
otic. She was quite lethargic, but never 
comatose. The Levophed drip was continued 
for a total of three and one half hours. 

On a follow-up visit epinephrine was 
made available for parenteral use at home. 
The patient was warned against dairy prod- 
ucts from cattle receiving penicillin, and 
later against biologic products such as pol- 
iomyelitis vaccine. 


Second Admission 


On October 15, 1957, at 11:30 P.M., 10 
and 36 hours after her husband had re- 
ceived two consecutive injections of pro- 
caine penicillin for acute sinusitis, she 
noted the same burning sensation previously 
experienced on the mucous membranes of 
her mouth. This time it was felt on the 
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vulva and in the vagina during coitus, which 
she interrupted within two minutes of its 
initiation and before ejaculation. She recog- 
nized the symptoms promptly, but because 
the complaint seemed incredible to her hus- 
band, epinephrine was not used. When the 
burning and itching radiated into the abdo- 
men, she persuaded him to take her to the 
hospital. 


At about 1:00 A.M. she arrived at the 
emergency room. The nurse on duty judged 
her to be nervous, an impression which was 
compatible with the outpatient record, for 
she had formerly required sedatives for 
nervousness. The staff physician on call rec- 
ommended by phone 2 grains of phenobar- 
bital and continued observation. The hus- 
band demanded a physician’s personal 
attendance, and at about 1:45 A.M. he him- 
self spoke to the physician by phone, partly 
convincing him of the urgency of the situa- 
tion. 

The physician on night call found the 
patient to have a blood pressure of 100 sys- 
tolic, 60 diastolic, a regular pulse of 90, 
some pinkness of the conjunctiva, and some 
puffiness and wheals. On the possibility of 
a penicillin reaction, though he was skepti- 
cal at first, he administered an entire cc. 
of 1.1000 epinephrine intramuscularly. 
Nevertheless there was severe itching 10 or 
15 minutes thereafter. The blood pressure 
then was 120 systolic, 70 diastolic. He 
thought the pruritus was partly due to sug- 
gestion, since the patient lay quietly until 
asked about the itching, when she responded 
with frantic clawing at her legs. Seven and 
one half grains of Sodium Amytal were 
required to induce drowsiness. She did not 
become somnolent at any time, but her 
blood pressure dropped after the Amytal 
was administered until it was not obtain- 
able by auscultation, although the pulse was 
always faintly palpable. During observa- 
tion and treatment the systolic pressure 
stayed below 60 for perhaps 30 minutes. 
Promptly after the onset of shock she was 
given 100 mg. of Solu-Cortef intravenously 
at about 2:30 A.M. Two liters of a 5 per 
cent solution of glucose and saline was 
absorbed rapidly by vein, after which a 
third liter of fluid without saline was ad- 
ministered slowly. The patient was ad- 
mitted from the emergency room at 3:00 
A.M. with the second liter of saline running. 


i 


NORTH CAROLINA MEDICAL JOURNAL 


Third Admission 

A third admission for possible penicillin 
reaction on November 3, 1957, followed 
promiscuous handshaking after a regular 
Sunday morning church meeting. Within 
minutes after shaking the hands of fellow 
church-folk her hand began to itch, a re- 
action which she immediately attributed to 
penicillin, presumably used as an ointment. 
This itching spread over her body, forcing 
her to leave the gathering. Outside she was 
very weak for a while, but the pruritus sub- 
sided. However, at about 5:30 P.M. she be- 
came ill, extremely nervous and shaky, and 
told her husband she was having a peni- 
cillin reaction. After these symptoms had 
continued for about two hours, she reap- 
peared at the hospital. She was admitted 
with a diagnosis of “neurosis, remotely 
possible penicillin reaction,” and _ given 
Benadryl. The only manifestations were 


reddened, swollen eyelids, and conjunctivae 
that were itching and burning. It was im- 
possible to ascertain the actual use of 
penicillin from her church-folk, she stated. 


Controlled Experiment 
A controlled experiment using several 
ointments was performed. Epinephrine was 
available for use, with each ointment, and 
the patient was closely attended. Three 
grams of each ointment was displayed on 
filter paper disks in the following manner: 
B. Pyribenzamine D. Pragmatar 
A. Pragmatar C. Penicillin G E. Penicillin G 
(1000 units Gm.) (1000 units Gm.) 
About 1/3 of each ointment was applied 
with gloved hand at hourly intervals and 
her hand washed before each new applica- 
tion. Thus about 1 Gm. of ointment A was 
applied at 12:00, 1 Gm. of B at 1:00, and 1 
Gm. of C at 2:00, after which she requested 
no further experiments. She could not 
‘identify penicillin in ointment A or B. 
The application technique for using oint- 
ment C was identical with that for A and 
B, except that the excess cream was re- 
moved at her request in 16 minutes — 
estimated to have been at least half the 
applied material. The following time scale 
reveals her response and findings: 
2:03 Right hand itching and burning. 
Penicillin identified. 
2:15 Wheals of flexor aspect of forearm 
and medial aspect of upper arm 
halfway to axilla. 
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2:16 Half applied ointment C removed 
with tissue paper. Hand washed 
and dried. 

2:25 Left hand now burning because of 
rubbing hands tozether. 

2:35 Head hurting all day, but getting 
worse. 

2:40 Chin rubbed by right hand. 

2:45 Chin looks red. Routine tempera- 
ture 99.8 F. orally. 

3:10 “Burning up” and feet getting cold. 

At 3:55 she was given 0.5 cc. of 1:1000 

epinephrine intramuscularly for severe dis- 
comfort, flushed facies, and itchy hands. 
The right hand was trembling. She was 
also given 10 mg. Chlor-Trimeton intra- 
muscularly. The headache and burning sen- 
sation decreased. She was given 11% grains 
of phenobarbital, and 0.5 cc. of epinephrine 
in oil intramuscularly. She continued to 
improve and had no significant changes in 
pulse or blood pressure. 


Comment 


This patient is slightly overweight. Her 
blood pressure is usually 120 systolic, 80 
diastolic. She has not had any miscarriages 
or menstrual irregularities. She now takes 
a Pylora tablet occasionally for relief of 
“nervousness.” She takes one or two Dilan- 
tin capsules (grains 114%) daily to control 
grand mal epilepsy, which was controlled 
before 1955 by mail-order bromides and 
phenobarbital. 


She has two children, born in 1951 and 
1955, respectively. One of these, as stated 
above, has suffered allergic rhinitis. There 
is no other family history of allergies. 

She herself swells moderately from bee 
stings and was at her October admission 
suffering her first attack of poison ivy 
dermatitis. Previous contacts had yielded 
no reactions, but this contact was with wet 
leaves. She had taken penicillin without 
reaction previously, chiefly for sore throat 
occurring about once or twice a year until 
1955. In 1955 she received a total of three 
to five injections of All-Purpose Bicillin 
(2 cc. each) administered at two or three 
week intervals for a postpartum infection. 

The patient is extremely apprehensive 
about penicillin in her environment. She 
drinks milk only from sources she is cer- 
tain to be free of penicillin, especially since 
a locally produced butter caused numbness 
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way for your patients 
get full details about 


the Doctors Program 


THIS FREE FOLDER TELLS THEM: 
e What The Doctors 


Program is 


e What The Doctors 
Program does for them 
e Why it is the plan ; 
~~ a 
doctors want them 
to have 
e What it costs at a : 
Y 
e How to get it OUR 
DOCTOR 
A supply of these folders in 
your office saves you time and RECOMMENDS 


trouble in explaining The 


Doctors Program to 


your patients. 


To order, write on your ai 
prescription pad to: 

North Carolina’s BLUE SHIELD’ 


Hospital Saving Association 
CHAPEL HILL, NORTH CAROLINA 
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a new era 
in sulfa therapy 


ONLY ONE TABLET A DAY 


SULFAMETHOXYPYRIDAZINE (3-SULFANILAMIDO-6-METHOXYPYRIDAZINE) LEDERLE 


New authoritative studies prove that KyNex dosage can be reduced even 
further than that recommended earlier.’ Now, clinical evidence has established 
that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KyNex stands alone in sulfa per- 
formance — 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual 
patient for maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 

* Effective Antibacterial Range—exceptional effectiveness in urinary tract 
infections 

* Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum 
convenience and acceptance to patients 

NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoon- 
fuls of syrup) the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls of 
syrup) every day thereafter, or 1 Gm. every other day for mild to moderate 
infections. In severe infections where prompt, high blood levels are indicated, 
the initial dose should be 2 Gm. followed by 0.5 Gm. every 24 hours. Dosage 
in children, according to weight; i.e., a 40 Ib. child should receive %4 of the 
adult dosage. It is recommended that these dosages not be exceeded. 
TaBLets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. 
of sulfamethoxypyridazine. Bottle of 4 fl. oz. 


1. Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK E Lederte) 


*Reg. U. S. Pat. Off. 
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ANNOUNCEMENT 


To Members of the Medical Society 
of the 
State of North Carolina 


Regarding your Society’s Accident and Health Plan 
Established 1940 


LOWER RATES UNDER AGE 35 


We are glad to announce a 25% reduction in premiums for all 
Society members under age 35, effective October 8, 1957. At the first 
renewal after the attainment of age 35 your premium will revert to the 
original amount. 


PLANS AVAILABLE 


* Dismemberment COST UNTIL AGE 35 COST FOR AGES 35 to 70 


Accidental Loss of Sight, Speech Accident and Annual Semi-Annual Annual Semi-Annual 
Plan Death Coverage or Hearing Sickness Benefits Premi P i Premi P 

$5,000 5,000 to 10,000 50.00 Weekly 67.50 34.25 90.00 45.50 
2 5,000 7,500 to 15,000 75.00 Weekly 98.25 49.65 131.00 66.00 
3 5,000 10,000 to 20,000 100.00 Weekly 129.00 65.00 172.00 86.50 


($433.00 per month) 
* Amount payable depends upon the nature of the loss as set forth in the policy. 


Members under age 60 and in good health may apply for $10.00 
per day extra for hospitalization at premium of only $20.00 annually, or 
$10.00 semi-annually. Pays up to 90 days for each sickness or injury. 


We are proud of our 17 years of service to the North Carolina 
Medical Society. During this period we have paid fully and promptly 
claims to disabled members totaling over $800,000.00. 


| am as close to you as your telephone. Please call me collect, day 
(5-5341) or night (7-3157), concerning any questions on which | may be 
helpful. 
FOR APPLICATION, OR FURTHER INFORMATION. WRITE TODAY 
TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Post Office Box 147 Durham, N. C. 


— Representing — 
COMMERCIAL INSURANCE COMPANY OF NEWARK, NEW JERSEY 


| 
| 
| 
: 
| 
; 
j 
4 
q 
| 
| 


March, 1958 


Table 
Laboratory Data 


Date June Oct. Dec. 
14,1957 16,1957 3, 1957 

Obtained After patient 

promptly on _ stabilized 

admission; 

patient not 

menstruating 


Comment 


Urinalysis 

Albumin 

White blood cells Occasional 

(unspun) 

Red blood cells 

Sugar 0 0 

Specific gravity 1.030 1.010 1.002 

Hemogram 

Hemoglobin 14.2 Gm. 13.4 Gm. 

RBC (108) /mm? ‘ 4.65 4.7 

WBC/mm? ‘ 13,900 5,100 

Differential Count 
Juveniles 
Stabs 
Segmented 
Lymphcytes 
Monocytes 
Eosinophils 
Kahn test for 
syphilis 


Numerous 
0 


Nonreactive 


and tingling of her tongue. Urticaria en- 
sued, but no physician was consulted. 

She had minor temperature spikes dur- 
ing her first two admissions. The highest 
was on the first admission and attained 
100 F. orally. 

Twice the patient had peripheral vascu- 
lar collapse from mucous membrane con- 
tact with penicillin. She became critically 
ill from minute amounts of the drug. 
Adrenalin, which was used, may have been 
life-saving’). Levophed for support of her 
blood pressure was required on the first 
admission. Other measures which have also 
been used effectively are: antihistamines, 
a corticoid, and rapid parenteral saline in- 
fusions. 

She has been shown by controlled exper- 
imentation to be extremely sensitive to less 
than 500 units of penicillin G, applied to 
the palm of the hand in an ointment which 
was applied to substantiate the plausibility 
of penicillin reaction by handshaking. She 
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believes that the amount contacted in this 
fashion was a small fraction of the experi- 
mental dose. The degree of suffering did 
not permit waiting for changes in the blood 
pressure, and required treatment. 

It appears that the antigen-antibody re- 
action’) took place first and promptly at 
the site of application of the penicillin. It 
then spread along the course of the lym- 
vhatics''”’ and. thereafter caused systemic 
reactions, 

Her case presents problems in prevention 
and management of acute anaphylaxis, Her 
initial allergic response followed ingestion 
of one “cold remedy” incorporating peni- 
cillin. Penicillin remains the drug of choice 
in the many instances where it is effec- 
tive’), but one must remain aware of its 
possible side-effects. When indicated, it 
should be used in adequate dosage. The in- 
corporation of antibiotics in “‘cold remed- 
ies” is deplored; it unnecessarily adds to the 
risk of sensitizing our population. 


Summary 

A 26 year old housewife suffered allergic 
reactions to penicillin, in each instance to 
small amounts. They followed ingestion of 
an oral penicillin cold remedy (her first 
sensitivity reaction), tasting and not swal- 
lowing an oral penicillin V suspension 
(anaphylaxis), vaginal contact with her 
husband’s mucous membranes after his own 
treatment with procaine penicillin G (ana- 
phylaxis), and possible hand to hand ex- 
posure. A controlled experiment confirms 
the clinical impression of extreme sensi- 
tivity to penicillin. 


References 

1. (a)Zinsser, H.: Textbook of Bacteriology, ed 9, revised 
by Smith, D. T., and others: New York and London, D. 
Appleton-Century-Crofts, Inc., 1948. (b) Brash, J. C. 
(ed.): Cunningham's Textbook of Anatomy, ed. 9, New 
York and London, Oxford University Press, 1951. 

2. Bunn, P.: Long Acting Penicillin Preparation in Infec- 
tieus Diseases, M. Clin. North American 41:521-538 
(March) 1957. 


action. 


The antiseptic detergent pHisoHex proved highly effective as the 
principal therapeutic agent in a wide number of skin diseases where 
infection was a primary or complicating factor, the late Dr. Francis T. 
Hodges reported in GP (14:86, 1956). 

In the studies cited, he said that pHisoHex (Winthrop), containing 
8 per cent hexachlorophene, proved to be a highly effective, non-alkaline, 
non-soapy, penetrating germicidal skin cleanser with lasting residual 
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Trends in the Development of An Open 
Psychiatric Hospital 


J. D. PATTON, M.D. 
ROBERT L. CRAIG, M.D. 
MARIE BALDWIN, M.D. 
ANNE E. SAGBERG, M.D. 


R. CHARMAN CARROLL, M.D. 
ASHEVILLE 


One of the most significant advances in 
the field of mental health has been the ac- 
tive collaboration of social scientists and 
psychiatrists in the effort to increase and 
apply knowledge of the causes, treatment, 
and control of mental illness. A number 
of these collaborative studies are concerned 
specifically with the psychiatric hospital. 
One type of study has been concerned with 
the structure and functioning of the hospi- 
tal, while some others have been largely 
action-oriented, with an attempt to improve 
patient-care through the application of em- 
pirical knowledge. 

Coincident with these reports we have 
heard more and more about patient-free- 


dom and open hospitals. The term “open 
hospital” denotes a hospital with open 
doors. Really this means that the orien- 
tation of .such hospitals is therapeutic 
rather than custodial, and that they accent- 
uate a program of social activities and 


group participation. Many people seem to 
believe that unlocking doors and removing 
all physical and social restraints will cause 
patients to improve automatically. Noth- 
ing could be further from the truth. It 
does seem, however, that the decision to 
open hospital doors has been followed by a 
complex interacting process, resulting in a 
reorientation of patients and_ personnel 
which has made physical restraints unneces- 
sary. In brief, the hospital has changed 
its emphasis from custodial care to therapy 
and rehabilitation. Personally, we prefer 
the term “therapeutic community” to the 
expression “open hospital.” 


The Changing Philosophy of 
Psychiatric Care 
Before describing the type of institution 


From Highland Hospital, Asheville. 
Read before the Section on Neurology and Psychiatry, Med- 
ical Society of the State of North Carolina, Asheville, May 


8, 1957. 


we have in mind, we would like to review 
some of the history and philosophy of psy- 
chiatric institutions. From the beginning 
of time mental illness has imposed a partic- 
ular strain upon the social system. Ways 
of handling the problem of the mentally ill 
have varied, but almost always society has 
tended to segregate or ostracize the men- 
tally ill. Under the guidance of Pinel there 
began a humanistic movement about 1800, 
which brought about a series of reforms. 
Pinel’s movement was known as the moral 
management of the insane, or, more popu- 
larly, as humane or moral treatment. Our 
early American hospitals, both public and 
private, were smal] institutions where 
moral treatment flourished and recovery 
rates were amazingly high. Bond''’ has 
outlined the therapeutic forces in these in- 
stitutions as being: (1) space, which al- 
lowed each individual to have some privacy 
and benefit from individual attention from 
doctors and attendants; (2) classification, 
or planned space for patients in different 
stages of illness; (3) promotion and pro- 
tection; (4) occupational therapy, includ- 
ing recreation, music, lectures, libraries, 
school classes and social activities; (5) the 
removal of the patient from complicating 
factors at home; and (6) deliberate psycho- 
therapy. Such hospitals were small, and 
the superintendent knew each patient. In 
many ways the personnel and patients func- 
tioned like a family unit. Another impor- 
tant factor is that these hospitals seemed 
to serve as the center for the social life 
of the community in which they were lo- 
cated. 


About 1850 there came the industrial 
revolution, with much immigration and 
considerable migration throughout the coun- 
try. The hospitals became overcrowded, 
and there was a loss of interest in institu- 
tional psychiatry. The hospitals became 
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once again custodial institutions, charged 
not only with the care of the mentally ill, 
but also with the care of people with all 
sorts of social problems who were com- 
mitted because society did not know what 
else to do with them. Moral treatment, 
however, did not completely die, but re- 
mained alive in a number of rather small, 
private hospitals. Through the years these 
institutions have reported consistently high 
discharge rates. 


Then, in the 1920’s and 1930's, there 
were two significant movements. Harry 
Stack Sullivan, who was greatly influenced 
by the social psychologist George Mead, 
formulated his theory of interpersonal re- 
lations and reported on the use of attend- 
ants in a new role. Sullivan personally 
selected and trained a number of untrained 
people in the role of companion-therapist. 
Abraham Myerson, who was impressed 
with the social isolation of schizophrenic 
people, formulated his plan of “total push,” 
which stressed a program of varied activi- 
ties with the aim of overcoming social iso- 
lation. 


World War II brought the problem of 
mass treatment of psychiatric casualties. 


Psychiatry seemed to become recognized as 
a specialty with a contribution to make; an 
active interest in psychiatric treatment 
arose, particularly in outpatient settings. 
Military hospitals were not bogged down 
with many of the problems inherent in the 
functioning of the traditional psychiatric 


hospital. Patients and personnel seemed 
to have a common goal and shared respon- 
sibility as active, collaborating partners. 
Group therapy also came into its own in 
the military setting. 


Following the War, in part as the result 
of the mental health movement, there was 
a revival of humanistic interest in the prob- 
lems of the mentally ill, and particularly in 
the problems of the public psychiatric hos- 
pital. 


The “Community” Concept of Therapy 

Earlier we said that we preferred the term 
“therapeutic community” to “open hospi- 
tal.” A community is a group of people 
who have a common interest and share and 
participate in a common goal. Applied to 
therapy, it means that the responsiblity for 
treatment is not confined to the doctor, but 
is shared by other members of the commu- 
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nity, with mutual collaboration between all 
members of the therapeutic team. Members 
of the team are the patient, his family, the 
community at large, other patients, all hos- 
pital personnel, and the doctor. The doctor 
is the leader as well as a collaborating part- 
ner. Like the quarterback on a football 
team, he calls the plays after consulting 
with other members of the team. The pa- 
tient is the ball-carrier, and the other mem- 
bers of the therapeutic community are 
assigned the role of clearing the way for 
the ball-carrier. This orientation recog- 
nizes the complex biosocial interaction pro- 
cess, which results in the development of 
the individual’s unique personality. 

Each person, with his own unique per- 
sonality, is constantly involved in the so- 
cial system of which he is a part. The 
social system (environment) imposes 
strains on the individual which can lead to 
illness or disturbed behavior (or, as the 
sociologist puts it, deviant behavior). De- 
viant behavior in turn places a strain on 
the social system. (Use of the term “de- 
viant” does not imply moral judgment or 
the use of shame or invective as a method 
of social control.) As a consequence, peo- 
ple are admitted or committed to hospitals 
when they or their environment can no 
longer tolerate one another. Illness, dis- 
turbed behavior, or deviant behavior rep- 
resents the individual’s failure to fill the 
expectation of one or more of the social 
roles in which society has cast him. With- 
in this frame of reference, we may define 
the goal of treatment as resocialization, so- 
cial effectiveness, interpersonal competence, 
or the ability to fulfill the expectations of 
society. 


Custodial and therapeutic functions 

Each hospital is a unique social system 
which can perpetuate deviant behavior or 
make it unnecessary. It can thus be seen 
that every hospital has both a custodial and 
a therapeutic function. As custodian, it is 
responsible for protecting the patient from 
his environment and society from deviant 
behavior. Therapeutically, its function is 
to rehabilitate the individual in order that 
he can fulfill his social role or roles. 

Failure to understand the proper mean- 
ing of the terms “open doors” and “free- 
dom” means the failure of the hospital to 
fulfill its custodial or protective function, 
both for patients and society. For some 
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years the concept of permissiveness has 
permeated psychiatric thinking. In the ex- 
treme, it is often thought of as letting the 
patient do whatever he wants to do when- 
ever he wants to do it. To some, this 
means freedom. In its proper perspective 
permissiveness means freedom to think and 
feel, but not necessarily to act. Action that 
involves the fulfillment of the usual social 
roles is encouraged; deviant behavior is 
not. This might be called setting limits. 
We believe that freedom is a consequence 
of responsibility, rather than that responsi- 
bility is a consequence of freedom. 


The problem of limiting “acting-out” or 
deviant behavior is a serious One in any 
hospital. We view such behavior as being 
self-destructive; an extreme form is sui- 
cide. When a hospital makes the decision to 
expand a patient’s sphere of action so that 
he may gradually test out new social roles 
or fit himself into old ones, the consequences 
may be serious. Such consequences can, in 


turn, impose a strain on the entire commu- 
nity, both in and outside the hospital. Ex- 
panding the sphere of a patient’s social ac- 
tion takes courage and time, but it is quite 
rewarding when it is part of a sensible plan 


based on an intimate knowledge of the in- 
dividual and those elements which make up 
the social system of the community. 


Resocialization 


We have pointed out that the social] sys- 
tem of the hospital must be both protective 
and sensibly permissive. We would like to 
return to the therapeutic function of reso- 
cialization. The hospital is structured as 
nearly as possible along normal community 
lines, while at the same time it attempts 
to meet the special needs of patients. There 
must be an organized program of activities 
involving work, play, and ordinary social- 
ization. Such a program needs to be flexi- 
ble enough to meet the needs of the indi- 
vidual, yet at the same time not reinforce 
or permit further social withdrawal or 
isolation. It must encourage and facilitate 
interpersonal relations, yet at the same time 
permit privacy. This purpose is best served 
by group activity and group psychotherapy. 
It might be well to mention here that a per- 
son can be in a group without being a part 
of it. Although surrounded by people, he can 
be just as isolated as in a seclusion room. 
Similarly, a patient free to roam the hos- 
pital grounds can be just as isolated as if 
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he were in that seclusion room. While he 
may be free in a physical sense, he is iso- 
lated and restricted in a social sense. To 
restrict him physically—that is, to remove 
his freedom and limit him to a group—may 
compel or encourage the resolution of his 
social isolation. 


Psychotherapy is made available both in 
groups and in individual settings. Our ex- 
perience has been that the two approaches 
supplement one another and facilitate quite 
remarkably the working through of prob- 
lems. In a group setting the leader usually 
operates in the role of a peer, and prob- 
lems relating to three-person or multi- 
person psychology emerge. In individual 
psychotherapy problems are worked through 
in the traditional sense. 


Changes in Role Expectations 


The concept of social role is a useful one. 
For working purposes, we can define it as 
the expected behavior of a person occupy- 
ing a particular status in the social system. 
What we have to say about the roles as- 
signed people in the traditional psychiatric 
hospital may seem like a reductio ad ab- 
surdum, and many people will legitimately 
object to it. However, it is our sincere 
belief thut although these role expectations 
may not be explicit (conscious), they are 
implicit (unconscious) and do markedly 
affect behavior or performance. Doctors 
are usually cast in the role of all-powerful, 
all-knowing, God-like parents, who heal by 
acting on a patient cast in the role of a 
passive, helpless, irresponsible child. Nurses 
are cast in the role of people who don’t 
think but who relate to the patient by 
following prescribed orders pertaining to 
a series of inanimate techniques known as 
giving treatments, dispensing drugs, and 
keeping records. Attendants are tradition- 
ally expected to act in the role of servants 
and guards. Families are assigned the role 
of “devils” who have “rejected” and frus- 
trated the patient and thus are responsible 
for his being the way he is. They serve 
further as targets for the hostility of pa- 
tients and personnel. Families are ex- 
pected to feel guilty and then make restitu- 
tion to the patient. The community-at- 
large is seen as a sick society, which makes 
unreasonable demands for conformity. 
With this traditional type of role behavior, 
problems naturally ensue. Among these 
may be mentioned lack of communication, 
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lack of agreement as to goals; concern about 
status, prestige, or power; and failure to 
appreciate the human problems or the pos- 
sible contributions or others to a successful 
rehabilitative effort. 

For a hospital to operate as a therapeu- 
tic community, there must be considerable 
reorientation and change in role expecta- 
tions. Resocialization has to be based on 
a therapeutic scheme of mutual collabora- 
tion or shared responsibility. Doctors, al- 
though in no way abdicating their primary 
medical responsibility, must act more as 
peers and as human beings. As experts, 
they are expected to act as leaders in the 
group effort. Nurses and attendants have 
to become people who can think and whose 
most potent therapeutic tool is the way they 
relate to patients and co-workers. Nurses 
and attendants have to become social thera- 
pists. Patients have to be collaborating 
partners, who have a_ responsibility to 
themselves and others. They must not be 
seen as helpless children. This is not to 
imply that people choose to be sick or that 
they can get well by an act of will. It does 
imply that they can help themselves and 
others, and that their behavior can be seen 
as elective or purposeful in the light of un- 
conscious motivation. Families are people 
with real human problems who need to be 
partners in the treatment effort. They must 
be helped to work through their anxieties 
and guilt. Also they need rational guidance 
to facilitate the patient’s rehabilitation. The 
geographical community must be seen as 
having valuable resources to be developed. 
The community can cooperate if its anxie- 
ties are realized and mental illness is made 
understandable to them. The community 
must also be educated to help its people 
develop their own resources. A _ reciprocal 
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effort must be made to protect the geo- 
graphical community and meet its needs. 

Change in role expectations leads to 
anxiety and resistance. All personnel and 
patients need explicit orientation as to their 
role expectations. They need constant help 
in working through their anxieties through 
both individual counseling and a form of 
group psychotherapy. 


Conclusion 

Working in an open hospital or a thera- 
peutic community can be a rewarding ex- 
perience. We are impressed by the dimin- 
ishing need for all forms of physical and 
pharmaceutical treatment. It is also our 
impression that it becomes possible to 
achieve maximal results with a minimum 
of personnel. Some people believe that the 
private hospital will cease to exist within 
the next 25 to 50 years. Perhaps economic 
necessity will bring this to pass. We have 
permitted ourselves, however, to speculate 
about the future design and function of 
both private and public psychiatric hospi- 
tals. 

These institutions will probably be small 
—about 100 beds. They will be located 
in or near relatively large cities. The hos- 
pital will become a part of the community 
and furnish definite services to this commu- 
nity. One of these services will be day 
care; another will be outpatient care. Such 
services will help to avoid hospitalization 
as well as to aid ex-patients. The hospital 
will furnish consultant and teaching serv- 
ice to social agencies, other institutional 
agencies in the broad field of mental health, 
and other physicians not specializing in 
psychiatry. We believe also that the hos- 
pital must function as a therapeutic com- 
munity along the lines we have outlined. 


The duration of vertigo in a crisis of Meniere’s disease is also char- 
acteristic and very important in differential diagnosis. 

patient remains vertiginous for several hours or all day. 
hand, patients with intracranial disease are often dizzy for several weeks 
or months but never experience true vertigo. 
ample those who have cerebral arteriosclerosis or postural hypotension, 
may have transient episodes of dizziness or lightheadedness but do not 
remain dizzy for any length of time.—Saunders, W. H.: Meniere’s Dis- 
ease, Arch. Int. Med. 47:94 (July) 1947. 


In a crisis, the 
On the other 


Other patients, for ex- 
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The Medical Spectator 


A PUBLIC MENACE 


The Medical Spectator would like to con- 
gratulate the New England Journal of Med- 
icine for mounting a campaign against the 
pay toilet''’. Just as the wily Odysseus and 
Menelaus and Agamennon humbled the 
great Ajax, so has the cry for profit de- 
meaned the modern throne room. Now 
many societies have been bowel intoxicated 
and a study of the scatologic history of a 
culture is often more revealing than a re- 
view of its eschatology. Louis XIV seems 
to have been enamored of enemata, and such 
was his fear of being left alone that he fre- 
guently was given clysters at high noon 
before the assembled court. In fact we are 
told that clysters in those days could be 
dulcifying or sanctifying: the first may be 
the ancester of the modern, perfumed, 
“high colonic” irrigation; the latter prob- 
ably served to eradicate intruding spirits 
and exorcise visiting devils, forerunners of 
the auto-intoxicants of the early twentieth 
century. 


It remained for Sigmund Freud to re- 
orient Western Man about the importance 
of his bowels and to point out the relation 
of oral and anal gratification in childhood 
to later life. This codification of the univer- 
sal has colored child-rearing techniques re- 
markably. No longer are fannies to be 
tanned; no longer can the motto be “no 
stool, no school.” The child must be led to 
look on becoming house broken as a worthy 
achievement. How then are we to explain 
pay toilets to our children? Must we let 
them know when so young that a better 
laxative will attract more customers and 
yield more profit than a better mouse trap? 
Must they learn that non-parental adults 
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want money for accepting what their par- 
ents beg for? 
Who said “The best things in life are 
free’? 
Reference 
1. Editorial. Metamorphosis of Ajax, New England J. Med. 
257:892, 1957. 


It’s AN ILL WIND 

One of the interesting consequences of 
the current lung cancer-cigarette contro- 
versy has been the increase in the sales of 
cigars. In times past the cigar was a true 
status symbol; only the high and mighty 
could afford to smoke them. Cartoonists 
effectively used the cigar to label the capi- 
talist as the bloated plutocrat and the big 
politician as the boss, while snuff dippers 
and pipe smokers looked on cigars as an 
enviable goal. Little wonder that the pa- 
triarch is pictured as a dour, bearded cigar 
smoker—the high, mighty lawgiver. Some- 
where along the way this image became 
blurred, the cigarette replaced the cigar, 
and rosy cheeks the flowing mane. The 
same movement brought the emancipation 
of women who quickly forbade cigars in 
the house, ostensibly because of that heavy 
lingering odor, and took up cigarettes them- 
selves. (Danish women did vary the ap- 
proach; they started smoking cheroots after 
meals. ) 

The distinctive sign of the matriarch- 
ial town in the United States is now to be 
found in fall and winter on Sunday morn- 
ings between 11 A.M. and noon on the outer 
ledges of church windows. The members of 
the board of stewards, who run the church, 
have left their cigar butts, half-smoked 
between Sunday School and church, on the 
ledges. They will finish their cigars while 
the wives close the church, for no cigar 
smoke may profane these ladies’ parlors. 


53:513 (July) 1957. 


The thoughtful physician who senses undue financial strain on a 
family from multiple illnesses or consecutive unfortunate “breaks” never 
hesitates to reduce his fee, donate his time, or see to it that his patients is 
safely in a charitable institution which is built for such people. To do 
less would be failing in one’s duty to see that the sick and injured receive 
proper medical care regardless of their ability to pay. Denton Kerr: 
Am I My Brother’s Keeper? (President’s Page) Texas State J. Med. 
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ON TO ASHEVILLE 


Since President Schoenheit lives in Ashe- 
ville, his message this month is particularly 
appropriate. His invitation to attend the 
annual meeting in his home city is indeed 
that of a host. 

Those who attended the meeting last year 
need not be told that, except for its loca- 
tion, Asheville has many advantages over a 
more central meeting place. The hotel and 
motel accommodations are fully adequate, 
and the auditorium offers splendid accom- 
modations for the exhibits and the annual 
dinner as well as for the General Sessions. 
The temperature is almost certain to be 
mild. The program, published in this is- 
sue, offers a well rounded postgraduate 
course. 

Let’s give President Schoenheit a good 
attendance in his own home city—and give 
incoming President Lenox Baker a good 
send-off. 


EDITORIALS 


MEDICAL EDUCATION WEEK 


Each member of the North Carolina 
Medical Society has an opportunity next 
month both to honor and aid his medical 
school by helping bring the third annual 
observance of Medical Education Week to 
the attention of his patients and the pub- 
lic. 

During the week of April 20-26 the med- 
ical profession will join forces with the 
Woman’s Auxiliary and the medical schools 
throughout the country in emphasizing the 
progress, problems, and challenges of medi- 
cal education. The world leadership of 
American medical schools, their expanding 
enrollments, research triumphs, 2nd com- 
munity services are little known by the pub- 
lic at large, and Medical Education Week 
is designed to create greater public appre- 
ciation and support for their continuing 
achievements. At the same time it will 
stress the problems of the foreseeable fu- 
ture—increased competition for the quali- 
fied school candidate, greater facilities for 
teaching the growing complexities of medi- 
cine, and the need of an expanding and 
aging population for more doctors. And 
not least of all is the immense cost of medi- 
cal education which already is a $200 mil- 
lion annual undertaking. 

The six specific aims of Medical Educa- 
tion Week are to: 

1. Portray the key role that medical edu- 
cation plays in the promotion and main- 
tenance of the nation’s health and security, 
and make the public aware that the nation’s 
83 medical schools are the foundation of 
our entire health and medical structure; 

2. Explain how the medical schools are 
striving to meet the demand for larger 
numbers of physicians and, at the same 
time, characterize American medical educa- 
tion; 

3. Call attention to the steady progress 
in the medical sciences, showing what this 
means in terms of longer life, better health 
and greater freedom from disease and dis- 
ability ; 

4. Point out the wide range of activities 
—teaching, research, service and _ leader- 
ship — carried on by the modern medical 
school in addition to its job of training new 
doctors ; 

5. Make clear the extent and nature of 
the new challenges to the profession, some 
growing out of our constantly expanding 


121 


122 


fund of medical knowledge and some re- 
sulting from the mounting complexity of 
our civilization, and 


6. Point out some of the steps being tak- 
en constantly to push back the horizons of 
the medical sciences and to realize the full 
potential of the nation’s health resources. 


President Eisenhower, in his personal en- 
dorsement, has already invited the Amer- 
ican people to set aside this week to con- 
sider the work of our medical schools, but 
its ultimate success will depend most di- 
rectly on how well and how actively we 
initiate and conduct this annual community 
salute to our medical schools . . . Medical 
Education Week, April 20-26! 


* 


DISEASE OR HEALTH EDUCATION? 


Whether it is for better or worse, the 
public has for years shown an increasing 
interest in medicine and surgery. This in- 
terest is understandable, in view of the 
dramatic advances made in the treatment of 
many conditions, both by medical and sur- 
gical means. It has the effect of keeping 
the doctors more alert, so that they may 
be able to answer the questions that will be 
asked by many of their patients. 


Just how far to go in the “health educa- 
tion” of the public is a real problem. In 
this country, live operations from some 
hospitals have been televised for doctors 
only, and the custom has been growing in 
favor among doctors. Great Britain is trad- 
itionally more conservative than America, 
yet, according to the February 15 issue of 
the British Medical Journal, the B.B.C has 
recently decided to televise live operations 
for the public. The reason given was that 
“Our viewers have a healthy interest in 
disease which we feel it is legitimate on 
our part to satisfy.” The producer is quoted 
as saying: “Nothing will go on the air 
which is not approved by the hospital from 
which it is coming. Patients are co-operat- 
ing and their written consent to appearing 
is being obtained.” 

The British Medical Journal then com- 


ments: 

It will be a strong-minded patient who has 
the courage to refuse to give his permission, 
and to impose on him this extra burden of de- 
cision at a time when the anxiety of a’ pa- 
tient is at its height is unwise. The B.B.C. 
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seems to be proud of the fact that it is going 
to show real operations, by real doctors, on 
real patients. Though the anonymity of the 
doctors is being preserved—for what that is 
worth in this publicity-seeking age — their 
colleagues may well think it is demeaning for 
doctors and nurses to appear as mummers 
on the television screen in order to provide en- 
tertainment for the great British public. The 
following are some of the subjects of the 
series: the treatment of cancer, an operation 
for mitral valvotomy, an operation on the brain, 
and “a rare operation for short-circuiting the 
blood supplies to and from the liver as a re- 
sult of cirrhosis.” We hope that in their search 
for realism the B.B.C. will not find itself tele- 
casting a death on the table. But even if it is 
not provided with this sensation the viewing 
public should be in for a real blood-curdling 
treat. When a group of medical and lay journal- 
ists saw an edited extract of a telecast of a 
mitral valvotomy, after attending a luncheon 
to launch the present programme, one or two of 
them (believed to be laymen) hovered on the 
verge of syncope, and one, it appears, not 
successfully. 


This pandering to the prevalent interest in 
the morbid goes against all the efforts many 
people and organizations have made over the 
years to interest the public in health rather 
than in disease. Those responsible for health 
education know how difficult it is to try to 
persuade the people to think in terms of health 
rather than of disease, and, for the most part, 
have refused to take the easy way by feeding 
the curiosity of the layman about matters 
which he can at the best most imperfectly un- 
derstand. A medical editor from the U.S.A. 
speaking in a symposium on medicine and the 
press at the meeting of the World Medical 
Association in Istanbul last October referred 
with approval to the fact that “the former so- 
called doctor books that attempted to tell the 
layman how to treat almost any disease fortu- 
nately have been replaced by health books 
which stress the hygiene of living and deal 
with disease from the standpoint of preven- 
tion.” If the B.B.C. tackled problems of health 
on these lines it might earn the gratitude of 
the medical profession. By dramatizing dis- 
ease they are looking back instead of forward. 


In Great Britain both television and the 
practice of medicine are controlled by the 
government. Since government bureaucrats 
are much alike the world over, let us hope 
more fervently than ever that this will 
never come to pass in America. 
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WHEN SCIENTISTS DISAGREE 

An editorial in the January issue of the 
NORTH CAROLINA MEDICAL JOURNAL was 
based on a leading article in Science, de- 
ploring the menace inherent in the present 
rapid increase in the world’s population 
that followed a declining death rate and a 
stationary or increasing birth rate. 

That medical authority, Pageant, in its 
January issue, takes the opposite view, 
using the statement of an atomic physicist, 
Dr. Ralph E. Lapp, made before the Joint 
Congressional Committee on Atomic 
Energy: “After careful examination of the 
scientific evidence, I am convinced that a 
national sperm bank is the only way the 
human race can be preserved in some recog- 
nizable form in the future.” Dr. Lapp be- 
lieves that the increasing amount of radio- 
activity in the air will eventually result in 
the production of defective offspring in the 
not too distant future, and that we should 
begin now to collect sperm from men who 
are sound mentally and physically, and to 
store it in lead-covered Fort Knoxes for the 
future insemination of women who desire 
children. Women, Dr. Lapp, says, are not 
as susceptible to radiation as are men. 

Dr. Lapp admits that his proposal is full 
of religious and social controversy. Cer- 
tainly this statement will not be disputed. 
Time alone will tell whether he or Dr. Luck, 
author of the Science article, is right in 
forecasting the future of the human race: 
whether it will die of starvation because of 
over-population, or will wither away be- 
cause of excessive irradiation. The chances 
are, however, that most people will agree 
with that somewhat ribald poem of a gen- 
eration ago which ended by thanking God 
that, in spite of modern inventions, babies 
were begun in the same old way. 

* 


ASPIRIN — PLAIN OR BUFFERED? 

For more than half a century acetyl sal- 
icylic acid has been widely used for the 
relief of pain. So long as the Bayer Com- 
pany had a monopoly on the use of the 
name “aspirin,” an enormous profit was 
reaped by this company. When the time 
came that any firm could market the drug 
under that name instead of the more cum- 
bersome “acetyl salicylic acid,” the Bayer 
people began an intensive campaign to im- 
press upon the public the importance of 
specifying “the genuine Bayer aspirin” in- 
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stead of—by inference—inferior tablets. 

Recently another approach to the public’s 
pocket book has been used, especially in 
radio and television advertising. Listeners 
are told that buffered aspirin is much less 
irritating to the stomach, and that it acts 
twice as fast. The power of suggestion is 
so great that thousands of customers are 
willing to pay as much for a dozen buffered 
aspirin tablets as for a hundred of the 
plain ones. 

Two articles in the New England Journal 
of Medicine for January 30 debunk the ex- 
travagant claims made for the so-called 
buffered aspirin. In a double blind study 
160 patients were given, alternately, buff- 
ered and plain aspirin tablets of identical 
appearance, labeled “analgesic tablet C”’ 
and “analgesic tablet D.” Neither the pa- 
tients nor the doctors knew the code for 
the tablets until after the studies were 
completed. Then it was found that there 
was absolutely no difference in the results 
obtained in the two groups, either in relief 
obtained or untoward effects. 

It was also determined that plain aspirin 
was absorbed just as quickly as was the 
buffered. 

The result of these studies should be 
made widely known, for it is almost certain 
that as long as the power of suggestion 
makes the consumer willing to pay 10 times 
as much for the buffered product as for the 
plain, we may expect the advertising to 


continue. 


UNUSUAL SENSITIVITY TO 
PENICILLIN 


In this issue Drs. Dean Jones, Sr. and Jr., 
and Elam Kurtz report one of the most un- 
usual cases of sensitivity to penicillin yet 
recorded. The authors deserve special com- 
mendation for at least three reasons: (1) 
for recording such an unusual case; (2) for 
having probably saved a patient’s life by 
prompt emergency treatment; (3) for such 
noteworthy clinical research in the course 
of private practice in a small community. 
The controlled test of sensitivity to peni- 
cillin by applying ointments of similar ap- 
pearance, one with and the others without 
penicillin, was really scientific research. 
The NORTH CAROLINA MEDICAL JOURNAL 
takes pride in publishing this unusual case 
and congratulates the authors upon their 
clinical acumen. 


| 
{ 


PRESIDENT’S MESSAGE 


For the second time in succession our 
annual meeting will be held in Asheville 
this year, and the tentative program ap- 
pears in this issue of our JOURNAL. 


1 believe you will agree that our scien- 
tific program will compare favorably with 
those of previous years. Entertainment 
features will also be arranged, so that you 
may spend a few days for both edification 
and recreation. 


Asheville has become an important con- 
vention city. Our hotel and motel accomo- 
dations are more than adequate for an 
even larger convention than ours, and there 
is no scarcity of assembly rooms for the 
various sections and other meetings. 


The chief criticism we have heard, and it 
is a just one, is that the city is not cen- 
trally located, making it difficult for many 
of our members to attend, especially those 
who live in the far eastern areas of our 
state and those who may plan to stay only 
one day. Many of our members who at- 
tended last year, however, said they were 
glad to take off a few days and come to 
Asheville for a much needed rest and 
change, which they would not have done 
had the meeting been in a more accessible 
spot. Many said they expect to return this 
year, and we hope many others who did not 


come may join us. 


It is very important that you attend this, 
our one hundred fourth annual session. 
Organized medicine is very important to 
you and to all of us. Only through the med- 
ium of our medical societies may we expect 
to combat the ever-encroaching tide, which 
threatens our type of practice. Many im- 
portant business matters will need to be 


acted upon. 
Please plan to come. 
E. W. SCHOENHEIT, M.D. 


The physician himself is the best judge of his 
own competence. If a physician undertakes a pro- 
cedure which, if he were the patient, he would not 
permit one of his level of competence to undertake 
upon himself, he is incompetent to undertake it. 
Hawley, P. R.: The General Practice of Medicine, 
Bull., Am. Coll. Surgeons (Sept.-Oct.) 1956. 
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BULLETIN BOARD 


Preliminary Program 


of the 
ONE HUNDRED FOURTH ANNUAL SESSION 


The Medical Society 
of the 
State of North Carolina 
May 4, 5, 6, 7, 1958 


ASHEVILLE, NORTH CAROLINA 
Headquarters 


Battery Park 
and 
George Vanderbilt Hotels 


PROGRAM OF THE MEDICAL 
SOCIETY 


SUNDAY, MAY 4, 1958 
10:00 A.M.—Executive Council Meeting (Grove 
Room—Battery Park Hotel) 
11:00 A.M.—Registration opens, Booth (lower 
lobby—City Auditorium) 
2 to 3 P.M.—AUDIO-VISUAL PROGRAM— 
(City Auditorium—Assembly Hall) 
J. Leonard Goldner, M.D., Chairman 
Duke University School of Medicine, 
Durham 
George Miller, M.D., Gastonia 
Moderator 
Postgraduate Instructional Course in 
Surgery 
Joseph F, McGowan, M.D., Moderator, 
Asheville 
Subject: 
Problems about the Face, Ears and 
Neck—Acute and Reconstructive 
Panel: 
Carl N. Patterson, M.D., Durham 
Rhinoplasty, Functional and Cos- 
metic 
Nicholas Georgiade, M.D., Durham 
Reconstructive Maxillofacial 
Surgery 
Ralph Arnold, M.D., Durham 
Hearing Problems 
3 to 5 P.M.—Postgraduate Instructional 
Course in Trauma 
Robert W. Williams, M.D., Moderator, 
Wilmington 
Subject: Peripheral Vascular Disease 
Common Symptoms Referable to 
Vascular Disease 
C. J. Powell, M.D., Wilmington 
Surgical Treatment of Peripheral 
Arterial Problems 
Ralph Deaton, Jr., M.D., Greensboro 
Peripheral Venous Problems 
James Davis, M.D., Durham 
8:00 P.M.—Memorial Service, Charles H. Pugh, 
M.D., Chairman, Presiding 
Choral Presentation: Mars Hill 
College Choir, Mars Hill 
Mr. Rufus Norris, Director 
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1:00 P.M.—Skeet Shoot, Monday and Tuesday 


BULLETIN BOARD 


An Address: Rev. Wilson O. Weldon 
First Methodist Church, 
Gastonia 

(Battery Park Hotel—Gold Room) 


MONDAY, MAY 5, 1958 


9:00 A.M.—General Registration opens, Booth 


(lower lobby—City Auditorium) 
(Society members, Delegates, Officials, 
Guests, Auxiliary Members, Technical 
and Scientific Exhibitors will register 
in this area.) 


9:00 A.M@—NORTH CAROLINA BOARD OF 


MEDICAL EXAMINERS 
Meet for business and hearings 
(Battery Park Hotel—Grove Room) 


9:00 A.M.—Technical and Scientific Exhibits open 


(City Auditorium—Exhibit Hall) 


9 to 10 AAMM.—AUDIO-VISUAL PROGRAM— 


(City Auditorium—Assembly Hall) 
General Audiovisual 
Topic: The Doctor Defendant (motion 
picture, sound) 
(others to be announced) 
George Miller, M.D., Moderator, 
Gastonia 


10 to 12 Noon—General Surgery 


A Panel Discussion of Alternative 
Viewpoints on Controversial Surgical 
Problems 
W. Walton Kitchin, M.D., Moderator 
Clinton 
Panel: 
John C. Hamrick, M.D. 
Shelby 
Isaac E. Harris, Jr., M.D. 
Durham 
Louis Des. Shaffner, M.D. 
Winston-Salem 


1 to 3 P.M.—Topic: Problems about the 


Face, Ears and Neck—Acute and 
Reconstructive 
Joseph F. McGowan, M.D., Moderator, 
Asheville 
Panel: Carl N. Patterson, M.D., 
Durham 
Rhinoplasty; Functional and 
Cosmetic 
Nicholas Georgiade, M.D.., 
Durham 
Reconstructive Maxillofacial 
Surgery 
Ralph Arnold, M.D., Durham 
Hearing Problems 


ALUMNI LUNCHEONS 
Monday, May 5, 1958 1:00 P.M. 
Duke University Medical School Alumni Luncheon 
T. L. Peele, M.D., Secretary, Durham, $3.00 per 
person (George Vanderbilt Hotel—Vanderbilt 


May 5 and 

T. W. Sigmon, Director, Skeet Field, 
Buncombe County Wild Life Club 
Dr. E. J. Chapman, Asheville, 
(Telephone ALpine 2-1651) 

(Prizes Offered) 


2:00 P.M.—First Meeting of the Annual Meeting 


THE HOUSE OF DELEGATES of 
the Medical Society—G. Westbrook 
Murphy, M.D., Presiding (Agenda will 
be available) (George Vanderbilt 
Hotel—East Ballroom) 


5:00 


5:00 
5:20 


5:30 


5:45 
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Invocation: Rev. Perry Crouch, D.D., 
Pastor 
First Baptist Church, 
Asheville 


3 to 5 P.M.—Postgraduate Instruction 


Course in Obstetrics and Gynecology 
Topic: Office Examination and Treat- 
ment in Gynecology and Obstetrics 
Charles H. Mauzy, Jr., M.D., 
Moderator, Winston-Salem 

Method and Significance of Pelvic 
Examination 

Paul R. Kearns, M.D., Statesville 
Vulvo-Vaginitis 

Roy T. Parker, M.D., Durham 
Chronic Cervicitis 

Hugh McAllister, M.D., Lumberton 
Technique Used in Diagnosis in 
Carcinoma of the Cervix 

John R. Kernodle, M.D., Burlington 
Diagnosis of Cancer of the Cervix— 
(motion picture) (Produced by 
American Cancer Society) 

Office Study of Infertility 

John H. E. Woltz, M.D., Charlotte 


P.M.—Scientific and Technical Exhibits close 


(Exhibits under supervision of official 
watchmen) 


P.M.—House of Delegates Recesses 
P.M.—Social Hour and Entertainment for 


Technical and Scientific Exhibitors 
by Medical Society 

(The Great Hall—Treadway Manor 
on Charlotte Street) 

Entertainment: Henry Jerome 
Orchestra organization 

Introduction by: President Edward W. 
Schoenheit, M.D. 


P.M.—Social Hour—University of Maryland 


Medical Alumni Association 
(Pisgah Room—Battery Park Hotel) 


P.M.—Social Hour—Medical College of 


Virginia Alumni Association— 
(Tropical Room—George Vanderbilt) 


6:00 P.M.—Dinner, University of Maryland 


Medical Alumni Association 
(Pisgah Room—Battery Park Hotel) 


6:00 P.M.—Social Hour, N. C. Society of Internal 


6:45 


7:00 


Medicine 
(Battery Park Hotel—Rhododendron 


Room) 


P.M.—Dinner—Medical College of Virginia 


Alumni Association 
(Vanderbilt Room—George Vanderbilt) 


P.M.—Dinner—Business Meeting N. C. Society 


of Internal Medicine 
(Battery Park Hotel—Rhododendron 
Room) 


P.M.—HOUSE OF DELEGATES of Medical 


Society reconvenes 
(George Vanderbilt Hotel—East Ball- 
room) 


TUESDAY, MAY 6, 1958 


BREAKFAST FOR OFFICERS OF STATE 


AND COUNTY SOCIETIES 


7:30 A.M.—AIl County Society Officers, Com- 


mitttee Chairmen of the State Society 
and State Society Officials will 
assemble in George Vanderbilt Hotel 
(East Ballroom) 


7:30 A.M.—Dutch Breakfast—Medical Women, 


Medical Society of State of North 
Carolina 
(Green Room—Battery Park) 
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7:45 A.M.—Breakfast for Officers 
President Edward W. Schoenheit, M.D., 
Presiding 
:20 A.M.—An Address: 
Cecil W. Clark, M.D. 
American Medical Association General 
Practitioner of the Year 
Cameron, Louisiana 
:50 A.M.—Announcements 
:55 A.M.—Adjournment 


PROGRAM 
Tuesday, May 6, 1958 
:45 A.M.—Scientific and Technical Exhibits open 
(City Auditorium—Exhibit Hall) 
0:00 A.M.—Registration opens, Booth (lower 
lobby—City Auditorium) 


FIRST GENERAL SESSION 
Tuesday, May 6, 1958 
(City Auditorium—Assembly Hall) 

4:00 A.M.—Call to Order, Millard D. Hill, M.D., 
Chairman Committee on Arrangements 
Invocation: Rev, Paul N. Gresham, 

Pastor Kennilworth 
Presbyterian Church, 
Asheville 
Announcements: Secretary Hill 
Recognition and presentation of Presi- 
dent Edward W. Schoenheit, M.D., 
Asheville 

9:05 A.M.—Recognition of Distinguished Guests 

9:10 A.M.—Report of Committee on Awards: 
Rowland T. Bellows, M.D., Chairman, 
Charlotte 
Recognition and presentation of Moore 
County, Wake County, and Gaston 
County Awardees 
Associates, Committee on Scientific 
Awards: 

Charles M. Norfleet, Jr., M.D., 
Winston-Salem 

E. D. Shackelford, Jr., M.D., Asheboro 
Wm. M. Long, M.D., Mocksville 
George W. James, M.D., Winston- 
Salem 

Wm. O. Beavers, M.D., Greensboro 
Douglas McKay Glasgow, M.D., 
Charlotte 

Bruce B. Blackmon, M.D., Buies Creek 
Robert N. Creadick, M.D., Durham 
Wm. H. Sprunt, III, M.D., Chapel 
Hill 

Emory Hunt, Consultant, Chapel Hill 

9:30 A.M.—An Address: 

The Newer Diagnostic Aids in the 
Study of Anemia 
Charles L. Spurr, M.D., Professor of 
Medicine, Bowman Gray School of 
Medicine, Winston-Salem 
(From Section on Internal Medicine) 
A.M.—An Address: 

Dehumanization—The Real Flaw in 
Socialized Medicine 
John B. Graham, M.D., Chairman, 
Section on Pathology, Chapel Hill 
(From Section on Pathology) 

10 A.M.—Announcements 

15 A.M.—An Address: 
Mass Casualty Planning and Manage- 
ment 
Frank B. Berry, M.D., Assistant 
Secretary of Defense Washington, D.C. 
(From Section on Surgery) 
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10:35 A.M.—An Address: 
Cancer of the Lungs 
David A. Cooper, M.D., Professor of 
Medicine, University of Pennsylvania, 
Professor of Clinical Medicine, 
Graduate School University of 
Pennsylvania, Philadelphia 

11:05 A.M.—An Address: 
Hirschsprung’s Disease and Pseudo- 
Hirschsprung’s Disease 
Marcus M. Ravitch, M.D., Surgeon-in- 
Chief, Baltimore City Hospital, As- 
sociate Professor of Surgery, Johns 
Hopkins University, Baltimore 

11:35 A.M.—Announcements 

11:40 A.M.—The Annual Address of the President, 
Edward W. Schoenheit, M.D., Presi- 
dent, The Medical Society of the State 
of North Carolina, Asheville 

12:00 Noon—-An Address: Mental Health—The 
Problems and the Progress to Date 
Across the Nation. 
Wilfred Bloomberg, M.D., Associate 
Professor of Psychiatry and Neurology, 
Veterans Administration Hospital, 
Boston 
(From Section on Neurology and 
Psychiatry) 

12:20 P.M.—An Address: 
Abdominal Tumors in Children 
Charles M. Nice, Jr., M.D., University 
of Minnesota Medical School, Depart- 
ment of Radiology, Minneapolis 
(From Section on Radiology) 

12:40 P.M.—Announcements 

12:55 P.M.—Adjournment 


1:00 P.M.—Skeet Shoot—Buncombe County Wild 
Life Club, E. J. Chapman, M.D., 
Chairman, Asheville 
(Register at General Registration 
Sunday or Monday) 


ALUMNI LUNCHEONS 

Tuesday, May 6, 1958, 1:00 P.M. 
Wake Forest Alumni of Bowman Gray 
School of Medicine Luncheon 
(Battery Park Hotel—Rhododendron 
Room) 


SECTION ON OBSTETRICS AND 
GYNECOLOGY 
Tuesday, May 6, 2:30 P.M. 
(East Ballroom, George Vanderbilt) 
Jesse Caldwell, M.D., Chairman, Gastonia 
SYMPOSIUM ON BEHAVIOR PROBLEMS IN 
OBSTETRICS AND GYNECOLOGY 
Hyperemesis Gravidarum 
Edward F. Hardman, M.D., Charlotte 
Discussant: Warren J. Collins, M.D., Shelby 
Pseudocyesis 
John R. Kernodle, M.D., Burlington 
Discussant: Charles E, Flowers, Jr., M.D., 
Chapel Hill 
Functional Pelvic Pain 
Frank R. Lock, M.D., Winston-Salem 
Discussant: Williamson Z. Bradford, M.D., 


Charlotte 
INTERMISSION 
Dysmenorrhea 


Fletcher S. Sluder, M.D., Asheville 

Discussant: Eleanor Rodwell, M.D., Durham 
Dyspareunia, Libido and Frigidity 

Robert N. Creadick, M.D., Durham 

Discussant: C. Hampton Mauzy, M.D., Winston- 

Salem 
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SECTION ON NEUROLOGY AND PSYCHIATRY 
Tuesday, May 6, 2:30 P.M. 
(Pisgah Room, Battery Park) 
Angus C. Randolph, M.D., Chairman, Winston- 
Salem 
Recent Concepts of Hysteria 
D. Wilfred Abse, M.D., Chapel Hill 
Treatment of Marital Partners 
John D. Patton, M.D., Asheville 
M. J. Hornowski, M.D., Asheville 
John D. Bradley, M.D., Asheville 
Anaclitic Therapy of Psychophysiological Reactions 
Claude Nichols, M.D., Durham 
Bernard Bressler, M.D., Durham 
Cultural Differences and the Treatment of the 
Obessive Compulsive Neurosis 
Theodore Braganza, M.D., Duke Fellow, Uni- 
versity of Philippines, P.I. 
Mr. Bingham Dai, M.D., Assistant analyst, 
University of Philippines, P.I. 
Mental Health—The Problems and the Progress to 
Date Across the Nation 
Wilfred Bloomberg, M.D., Associate Professor 
of Psychiatry and Neurology, Veterans Ad- 
ministration Hospital, Boston 
(Before First General Session) 


SECTION ON RADIOLOGY 
Tuesday, May 6, 2:30 P.M. 

(West Ballroom, George Vanderbilt) 
Waldemar C, Sternbergh, M.D., Chairman, Charlotte 
The Influence of Antibiotic Therapy on Mastoid 
Disease 

George J. Baylin, M.D., Durham 
Roentgen Changes in Salmonella Osteomyelitis 
Occurring in Children with and without Sickle 
Cell Disease 

William Dunnagan, M.D., Durham 
Peptic Ulcers in Children 

John O. Lafferty, M.D., Charlotte 
Alterations in the Growth Pattern which occur at 
the Epiphyseal Plate in Infants affected by 
Various Diseases 

Isadore Meschan, M.D., Winston-Salem 
Recurrent Abdominal Pain Associated with 
Ureteropelvic Junction Stricture in the Absence of 
Urinary Symptoms 

Simmons I. Patrick, M.D., Kinston 
Congenital Deformities of the Feet and Legs 

William M. Roberts, M.D., Gastonia 
Small Intestinal Obstruction in Children 

Thomas G. Thurston, M.D., Salisbury 
Abdominal Tumors in Children 

Charles M. Nice, Jr., M.D., University of Min- 

nesota Medical School, Department of Radiology, 

Minneapolis, Minnesota 

(Before First General Session) 


SECTION ON PATHOLOGY 
Tuesday, May 6, 2:30 P.M. 
(Vanderbilt Room—George Vanderbi!t) 
John B. Graham, M.D., Chairman, Chapel Hill 
SYMPOSIUM ON MOLECULAR PATHOLOGY 
John B. Graham, M.D., Presiding 
Hypo—and Agammaglobulinemia 
J. M. Blount, Chapel Hill 
Wilson’s Disease 
Mr. Roy W. Kirchberg, Jr., Chapel Hill 
Familial Non-hemolytic Icterus 
Mr. C. P. Eldridge, Jr., Chapel Hill 
Diabetes Insipidus 
Mr. Leo R. Anderson, Chapel Hill 
Phenylketonemia 
Mr. J. G. Blount, Chapel Hill 
Galactosemia 
Mr. Gerald W. Fernald, Chapel Hill 
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Dehumanization—The Real Flaw in Socialized 
Medicine 

John B. Graham, M.D., Chapel Hill 

(Before First ‘General Session) 


SECTION ON INTERNAL MEDICINE 
Tuesday, May 6, 2:30 P.M. 
Samuel M. Bittinger, M.D., Chairman, Oteen 
(Rhododendrom Room, Battery Park) 
Idiopathic Myocardial Disease 
Henry D. McIntosh, M.D., Department of Medi- 
cine, Duke University, Durham 
Influence of Adverse Life Situations and Venous 
Pressure In Congestive Heart Failure, 
Daniel Martin, M.D., UNC Medical School, 
Chapel Hill 
North American Blastomycosis Associated with 
Addison’s Disease 
Robert Fish, M.D., Chief of Medicine, V. A. 
Hospital, Oteen 
Psuedomyxoma of the Atrium Masquerading as 
Heart Disease—a Case Report with Postmortem 
Findings 
Horace H. Hodges, M.D., Charlotte 
The Newer Diagnostic Aids in the Study of Anemia 
Charles L. Spurr, M.D., Professor of Medicine, 
Bowman Gray School of Medicine, Winston-Salem 
(Before First General Session) 


SECTION ON SURGERY 
Tuesday, May 6, 2:30 P.M. 
(Gold Room, Battery Park) 
Joe M. Van Hoy, M.D., Chairman, Charlotte 7 
SYMPOSIUM ON TRAUMA 
Epidemiology of Trauma 
Charles M. Cameron, Jr., M.D., Chapel Hill 
Principles of Management of the Severely Injured 
Patient 
Richard Myers, M.D., Winston-Salem 
Principles of Management of Soft Tissue Injuries 
Alfred T. Hamilton, M.D., Raleigh 
Initial Care and Disposition of Head Injuries 
Richard H. Ames, M.D., Greensboro 
10 minute Intermission 
Diagnosis and Management of Chest Injuries 
Glenn Young, M.D., Durham 
Diagnosis and Management of Abdominal Injuries 
I. Woodall Rose, M.D., Rocky Mount 
Diagnosis and Management of Genito-Urinary 
Injuries 
H. Haynes Baird, M.D., Charlotte 
Mass Casualty Planning and Management 
Frank B. Berry, M.D., Assistant Secretary of 
Defense, Washington 25, D. C. 
(Before First General Session) 
Question and Answer Period 


5:45 P.M.—Exhibits close 


PRESIDENT’S DINNER 
Tuesday, May 6, 1958 
(City Auditorium—Assembly Hall) 

7:00 P.M.—Banquet (Admission by ticket only) 
Toastmaster: Hugh A. Matthews, M.D., 
Canton 
Invocation: Rev. John W. Tuton, 
Rector Trinity Episcopal Church, 
Asheville 

7:50 P.M.—Presentation of Guests 

8:00 P.M.—Presentation of President’s Jewel: G. 
Westbrook Murphy, M.D., Asheville 

8:10 P.M.—Installation of President-Elect, Lenox 
D. Baker, M.D., Durham 
Administration of the authorized Oath 
of Office by President Edward W. 
Schoenheit, M.D. 
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An Address in Acceptance 
Lenox D. Baker, M.D., President 
Address: 
Mr. Charles Kluss, Public Relations 
Champion Paper Company, Hamilton, 
Ohio 
Banquet Entertainment—Pumphrey 
Agency, Richmond 
Music: Henry Jerome and his 
Orchestra 

9:45 P.M.—Adjournment 

10:15 P.M. to 2:00 A.M.—PRESIDENT’S BALL 
(City Auditorium—Assembly Hall) 
Henry Jerome and his Orchestra 


SECOND GENERAL SESSION 


Wednesday, May 7, 1958 
(City Auditorium—Assembly Hall) 

9:00 A.M.—Convening Session 
George W. Holmes, M.D., First Vice 
President, Winston-Salem, presiding 
Announcements 

9:00 A.M.—An Address: The Significance of 
Vesico-Ureteral Reflux in Children 
Victor A. Politano, M.D., Department 
of Urology, Duke University School 
of Medicine, Durham 
(From Section on Pediatrics) 

9:20 A.M.—An Address: Credit Bureaus Report 

Howard Wilson, M.D., Chairman 

Committee on Medical Credit Bureaus, 
Raleigh 

9:40 A.M.—An Address: Progress in Prevention 
and Control of Heart Disease 
James T. Watt, M.D., Medical Director, 
National Institutes of Health, 
Bethesda, Maryland 
(From Section on Public Health and 
Education) 

10:00 A.M.—An Address: Modern Concepts of 
Anesthesia 
Joseph F. Artusio, Jr., M.D., Pro- 
fessor of Anesthesiology, Cornell 
University Medical College and 
Attending Anesthesiologist-in-Charge, 
New York Hospital, New York City 
(From Section on Anesthesia) 


CONJOINT SESSION 
(City Auditorium—Assembly Hall) 

10:20 A.M.—Conjoint Session of the North Caro- 
lina State Board of Health 
G. Grady Dixon, M.D., President, 
North Carolina State Board of Health 
will preside over this meeting of the 
Medical Society of the State of North 
Carolina and the State Board of 
Health. 


RECONVENING SECOND GENERAL SESSION 
(City Auditorium—Assembly Hall) 


George W. Holmes, M.D., Presiding 

10:50 A.M.—An Address: A Practical Approach to 
the Diagnosis of Hand Injuries 
James B. Wray, M.D., Bowman Gray 
School of Medicine, Winston-Salem 
(From Section on Traumatology and 
Orthopedics) 

11:10 A.M.—Announcements 

11:15 A.M.—An Address: Oral Agents in the 
Treatment of Diabetes Mellitus 
Howard F. Root, M.D., Joslin Clinic, 
Boston 

11:35 A.M.—An Address: 
Moir S. Martin, M.D., Mount Airy 
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11:50 A.M.—An Address by the President, 
Lenox D. Baker, M.D., Durham 
12:00 Noon—A Report of the Program and the 
Progress of Student A.M.A. in North 
Carolina 
Mr. Clyde LeRoy, Regional Vice 
President, Southeastern Student 
A.M.A. Region, Duke Medical School, 
Durham 
P.M.—Elections: 
(a) Trustee N. C. Hospital Saving 
Association 
3 year term expires 1961 
(b) Member N. C. Medical Care 
Commission 
4 year term expires 1962 
P.M.—Scientific and Technical Exhibits close 
P.M.—Presentation of Prizes 
Adjournment 
P.M.—EDITORIAL BOARD luncheon 
(Battery Park Hotel—Green Room) 


ALUMNI LUNCHEONS 
Wednesday, May 7, 1958, 1:00 P.M. 


Wednesday, May 7, 1958, 1:00 P.M. 
Medical Advisory Board, North Carolina 
Blind Commission 


SECOND MEETING OF THE HOUSE 
OF DELEGATES 
Wednesday, May 7, 2:30 P.M. 
(George Vanderbilt Hotel—East Ballroom) 
(Agenda will be available) 


SECTION ON GENERAL PRACTICE 
OF MEDICINE 
Wednesday, May 7, 2:30 P.M. 
(Gold Room, Battery Park) 

Hugh A. Matthews, M.D., Chairman, Canton 
Home Care of the Aged and Chronically [l— 

E. Ted Chandler, M.D., Hickory 
The Aging Process: Pathology and Management— 

Leon P. Andrews, M.D., Chapel Hill 

Kerr L. White, M.D., Chapel Hill 
Consideration of Diabetes in the Aged 

W. M. Nicholson, M.D., Durham 
The Arthritides in the Aged 

Ernest H. Yount, Jr., M.D., Winston-Salem 
Some Aspects of Surgery for the Aged— 

Edward H. Camp, M.D., Asheville 
Some Aspects of Mental Health and Illness in the 
Aged 

Claude Nichols, M.D., Department of Psychiatry, 

Duke Medical School, Durham 


SECTION ON OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 
Wednesday, May 7, 2:30 P.M. 
Vanderbilt Room, George Vanderbilt 
John R. Ausband, M.D., Chairman, Winston-Salem 
Endaural Modified Radical Mastoidectomy 
James A. Moore, M.D., New York 
Surgical Techniques for Management of Retinal 
Detachment 
T. C. Kerns, M.D. and S.D. McPherson, Jr., M.D., 
Durham 
Decay Test: A New Clinical Hearing 
est? 
Malcolm B. McCoy, Ph.D., Winston-Salem 
The Inner Ear 
Paul M. Abernethy, M.D., Burlington 
Corticosteroid Therapy in Ophthalmology 
Dan M. Gordon, M.D., New York 
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SECTION ON PEDIATRICS 
Wednesday, May 7, 2:30 P.M. 
(Pisgah Room, Battery Park) 
John F. Lynch, Jr., M.D., Chairman, High Point 
Newborn Mortality—A Community Problem 
Robert E. Balsley, M.D., Reidsville 
Fibroma of the Intraventricular Septum in a New- 
born Infant 
Dan P. Boyette, M.D., Ahoskie 
Smith Foushee, M.D., Winston-Salem 
Congenital Heart Disease in Infancy 
Madison S. Spach, M.D., Durham 
Jerome §. Harris, M.D., Durham 
Atopic Eczema Due to Inhalants 
Claude A. Frazier, M.D., Asheville 
Bee Sting Sensitivity 
Claude A. Frazier, M.D., Asheville 
The Significance of Vesico-Ureteral Reflux in 
Children 
Victor A. Politano, M.D., Department of Urology. 
Duke University School of Medicine, Durham 
(Before Second General Session) 


SECTION ON PUBLIC HEALTH 
AND EDUCATION 
Wednesday, May 7, 2:30 P.M. 
(Rhododendrom Room, Battery Park) 
Benjamin M. Drake, M.D., Chairman, Gastonia 
The Newer Diagnostic Methods for Syphilis 
Warfield Garson, M.D., School of Public Health, 
Chapel Hill 
A Preliminary Report on the Tuberculosis Survey 
in Pamlico County 
L. E. Kling, M.D., Health Officer, Washington 
Progress in Prevention of Heart Disease 
James T. Watt, M.D., Medical Director Nationa! 
Institutes of Health, Bethesda, Maryland 
(Before Second General Session) 


SECTION ON ANESTHESIA 
Wednesday, May 7, 2:30 P.M. 
(Grove Room, Battery Park) 
D. LeRoy Crandell, M.D., Chairman, Winston-Salem 
PANEL DISCUSSION 
Subject: Obstetrical Analgesia and Anesthesia 
Moderator: D. LeRoy Crandell, M.D., Director, De- 
partment of Anesthesiology of the 
Bowman Gray School of Medicine of 
Wake Forest College and the North 
Carolina Baptist Hospital 
General Anesthesia 
Obstetrician’s Viewpoint 
Frank R. Lock, M.D., Winston-Salem 
Anesthesiologist’s Viewpoint 
C. Ronald Stephen, M.D., Durham 
Conduction Anesthesia 
Obstetrician’s Viewpoint 
Charles E, Flowers, M.D., Chapel Hill 
Anesthesiologist’s Viewpoint 
Richard E. Spencer, M.D., Greensboro 
Modern Concepts of Anesthesia 
Joseph F. Artusio, Jr., M.D., Professor of 
Anesthesiology, Cornell University Medical 
College and Attending Anesthesiologist in 
Charge, New York Hospital, New York City 
(Before Second General Session) 


SECTION ON TRAUMATOLOGY 
AND ORTHOPEDICS 
Wednesday, May 7, 2:30 P.M. 
(West Ballroom, George Vanderbilt) 
H. Francis Forsyth, M.D., Chairman, Winston-Salem 
Wringer Injuries of the Upper Extremity 
Frank H. Stelling, M.D., Shriner’s Hospital, 
Greensville, S. C. 
Discussion and Questions 
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The Medical-Legal Aspects of Whiplash Injury of 
the Cervical Spine 
Charles J. Frankel, M.D., University of Virginia 
Medical School, Charlottesville, Va. 
Discussion and Questions 
Treatment of Compound Injuries of the Extremities 
Chalmers Carr, M.D., Charlotte 
Discussion and Questions 
PANEL DISCUSSION: 
Subject: Disability Evaluation 
Moderator: Chalmers Carr, M.D., Charlotte 
Participants: Amputations 
Everett I. Bugg, M.D., Durham 
The Upper Extremity 
H. Frank Forsyth, M.D., Winston- 
Salem 
The Spine 
Julian Jacobs, M.D., Charlotte 
The Lower Extremity 
Stanly S. Atkins, M.D., Asheville 
Discussion and Questions 
A Practical Approach to the Diagnosis of Hand 
Injuries 
James B. Wray, M.D., Bowman Gray School of 
Medicine, Winston-Salem 
(Before Second General Session) 


THIRD GENERAL SESSION 
Wednesday, May 7, 1958 
President Lenox D. Baker, M.D., Durham, Presiding 
(East Ballroom—George Vanderbilt Hotel) 
5:00 P.M.—Presentation of Fifty Year Certificates 
5:15 P.M.—Report of the House of Delegates 
5:20 P.M.—Unfinished Business 
5:25 P.M.—New Business 
5:30 P.M.—Installation of Officers elected by 1958 
House of Delegates 
5:40 P.M.—Remarks by the President 
5:45 P.M.—Adjournment SINE DIE 


The Thirty-Fifth Annual Meeting 
of the 
AUXILIARY TO THE MEDICAL SOCIETY 
of the 
State of North Carolina 


PROGRAM 
Sunday, May 4, 1958 
8:00 P.M.—Memorial Service for departed Medical 
Society and Auxiliary members 
Monday, May 5, 1958 
9:00 A.M.—Registration 
9:00 A.M.—Golf Tournament—Asheville Country 
Club 
Auxiliary members only 
9:15 A.M.—Finance Committee 
(Beau Nash Room—Treadway Manor) 
10:00 A.M.—Executive Committee 
(Beau Nash Room—Treadway Manor) 
11:00 A.M.—Executive Board Meeting 
(Beau Nash Room—Treadway Manor) 
1:00 P.M.—Luncheon—Asheville Country Club 
(For outgoing and incoming chairmen, 
councilors, county presidents, and 
invited guests) 
4:00 P.M.—Tea, honoring Past Presidents, State 
officers, and guests—Mrs. Julian 
Moore 


Tuesday, May 6, 1958 
9:00 A.M.—Registration 
9:00 A.M.—Annual meeting of the House of 
Delegates (open)—(Great Hall, 
Treadway Manor) 
10:45 A.M.—Intermission 
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11:00 A.M.—General meeting 
(Great Hall, Treadway Manor) 

11:45 A.M.—Message from the Medical Society 
Roscoe D. McMillan, M.D. 

12:00 Noon—Installation of officers 

12:15 P.M.—Adjournment 

1:00 P.M.—Luncheon and Fashion Show—Main 
Dining Room, Peacock Alley and 
Beau Nash Room Honoring Mrs. Aaron 
Margulis, National Mental Health 
Chairman 
Mrs. Walter Curtis, President of 
Southern Medical Auxiliary 

7:00 P.M.—President’s Dinner 

10:15 P.M.—President’s Ball 
Wednesday, May 7, 1958 

10:30 A.M.—Bridge Party 


Prizes: Mrs. William Ray Griffin, Sr., 


Chairman 


COMING MEETINGS 

Forsyth County Cancer Symposium—Winston- 
Salem, April 10. 

Medical Society of the State of North Carolina, 
One Hundred Fourth Annual Meeting—Asheville, 
May 4, 5, 6, 7. 

American College of Obstetrics and Gynecol- 
ogists, Sixth Annual Clinical Meeting—Hotel Stat- 
ler, Los Angeles, California, April 21-23. 

Internal Society of Internal Medicine—Fifth In- 
ternational Congress—Philadelphia, April 23-26. 

World Congress on Gastroenterology—Washing- 
ton, D. C., May 25-31. 

Ninth Seminar on the World Health Association 
in conjunction with the Eleventh World Health 
Assembly—Minneapolis, Minnesota, May 26-June 4. 

American Medical Association, One Hundred 
Seventh Annual Meeting—San Francisco, June 23- 


27. 


NEW MEMBERS OF THE STATE SOCIETY 

The following new members joined the Medical 
Society of the State of North Carolina during the 
month of February, 1958: 

Dr. Harry Mitten Carpenter, 743 Austin Lane, 
Winston-Salem; Dr. Paul Green, Jr., 882 W. Hen- 
derson Street, Salisbury; Dr. James R. Howerton, 
Columbia; Dr. Lewis Elton Curlee, 208 Tribune 
Building, Concord; Dr. Michael Joseph Dugan, 316 
Cedar Avenue, Siler City; Dr. John Walter Vas- 
sey, 1012 Phillips Street, Garner. 

Dr. Clyde Franklin Lloyd, 702 Butler Drive, 
Garner; Dr. Robert Charles Johnson, 624 Quaker 
Lane, High Point; Dr. George Brown, 102 Brown 
Avenue, Hazelwood; Dr. P. L. Chipley, Church 
Street, Canton; Dr. Robert Andrew Watson, Box 
487, Elon College. 


NEWS NOTES FROM THE 
DUKE UNIVERSITY SCHOOL OF MEDICINE 
The problelm of emotionally disturbed children 
in North Carolina was studied at the fourth an- 
nual Conference on Handicapped Children held 
recently at Duke University under the auspices 
of the Nemours Foundation. 
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Dr. John Fowler, Duke psychiatrist and presi- 
dent of the North Carolina Mental Health Asso- 
ciation, pointed out that North Carolina has 
progressed rapidly during the past ten years in 
the understanding and treatment of emotional 
disturbances and mental illness. 

He cited the expanded and improved facilities in 
State hospitals for treatment of the mentally ill; 
the progress of the state’s three medical schools 
(Duke, U.N.C., and Bowman Gray) in training 
professional workers in mental health; and the 
establishment of nine health clinics strategically 
placed to serve the entire state. 

These clinics, supported by federal, state and 
local funds, are located in Durham, Charlotte, 
Asheville, Greensboro, Winston-Salem, Fayette- 
ville, Raleigh, Greenville, and Elizabeth City. 
Those in Durham and Winston-Salem are primar- 
ily child guidance clinics, but the other seven find 
that from 50 to 60 per cent of their case work 
is with children. 

Dr. William P. Richardson, assistant dean for 
continuation education at the University of North 
Carolina Medical School, is permanent chairman 
of the North Carolina Health Council’s Coordi- 
nating Committee on Handicapped Children, which 
administers the annual conferences under the aus- 
pices of the Nemours Foundation. 


NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

Dr. Louis G. Welt, professor of medicine, was 
elected president of the Southern Society for Clin- 
ical Research for 1958-1959 at a meeting of the 
Society in New Orleans. 

Dr. Welt is a member of a number of learned 
societies and has had some 25 scientific articles 
published in various professional journals. He is 
also the author of “Clinical Disorders of Hydra- 
tion and Acid-Base Equilibrium.” 

Dr. Robert A. Ross of the faculty of the Uni- 
versity of North Carolina School of Medicine was 
named president-elect of the Tri-State Medical 
Association at the annual meeting of the associa- 
tion in Richmond, Virginia. 

The Tri-State Medical Association was formed in 
1898 and now has a membership of about 1,000 in 
the two Carolinas and Virginia. 

* 

Two new postgraduate courses in medicine be- 
gan at Wilson on March 5 and in Catawba Coun- 
ty on March 6. 

These courses are sponsored by the University 
of North Carolina School of Medicine and the UNC 
Extension Division. The Wilson course is co-spon- 
sored by the Wilson County Medical Society and 
the- Catawba County course is co-sponsored by the 
Catawba County Medical Society. 

The Wilson course will be held every Wednes- 
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day for a six-week period. The Catawba County 
course will be held each Thursday. 

No lectures were given at either location dur- 
ing the week of March 16 because of a conflict 
with the University of North Carolina Medical 
Alumni Day. 

Dr. Howard B. Sprague of Harvard Medical 
School and the Massachusetts General Hospital 
addressed the Durham-Orange County Heart Asso- 
ciation recently. 

The meeting was held in the Clinic Auditorium 
of the University of North Carolina School of 
Medicine. Dr. Sprague’s topic was “The Changing 
Pattern of Cardiology.” 

Dr. Ralph Watkins, Employee Health Service 
Physician at North Carolina Memorial Hospital, 
took part in a recent institute for local personnel 
officers and civil service commissioners held at 
the Institute of Government here. Dr. Watkins 
spoke on “Physical Examinations and Physical 
Standards.” 


Two new appointments have been announced for 
the administrative staff of North Carolina Me- 
morial Hospital at the University of North Caro- 
lina. 

Mrs. Joan Elizabeth Sutton has been named med- 
ical records librarian, and Glenn H. May has been 
appointed director of the Outpatient Department. 


Dr. John C. Bugher of the Rockefeller Founda- 
tion in New York City spoke recently at the 
University of North Carolina School of Medicine. 
The title of Dr. Bugher’s lecture was “Radiobiol- 
ogy and Human Health.” 


Dr. Charles A. Bream, associate professor of 
radiology, spoke recently at a meeting of the South 
Carolina Radiological Society in Columbia, South 
Carolina. His subject was “Radiological Explora- 
tion of Retroperitoneal Space.” 

Miss Ellen Anderson of the University of North 
Carolina School of Medicine attended a meeting of 
the Board of Directors of the American Society of 
Medical Technologists in Houston, Texas, recently. 

Miss Anderson is a technologist in exfoliative 
cytology at the School of Medicine and North Caro- 
lina Memorial Hospital. 

An on-the-spot account of Operation Deep 
Freeze I by Dr. Isaac M. Taylor of the University 
of North Carolina is carried in the current issue 
of The Bulletin of the UNC School of Medicine. 
The Bulletin is published four times a year by 
the School of Medicine in cooperation with the 
Whitehead Medical Society and the Medical 
Foundation of North Carolina. 


The editor of the current issue is Dr. Ernest 
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Craige, associate professor of medicine at the UNC 
Medical School. 

Dr. Taylor, assistant professor of medicine and 
Markle Scholar, landed with the Navy expedition 
in the Antarctic in December, 1955. He remained 
there as medical officer for 13 months while the 
largest base in the Antarctic was being con- 
structed. 

Also in this issue, Dr. Carl E. Anderson, Assist- 
ant Dean for Student Affairs, writes about the 
loan fund and scholarship fund situation in regard 
to medical students. 

Dr. Frederick C. Wellman, retired physician, 
teacher and research scientist who is the father 
of the two noted writers, Manly Wade and Paul 
I. Wellman, also is a contributor to this issue. 
Dr. Wellman has written a humorous poem cia 
the North Carolina Medical Examiner Law. 

An article entitled “On the Urgent Need for 
Increased Loan Funds” was contributed by Wil- 
liam R. Beckman of Greensboro, fourth year medi- 
cal student at UNC. 


Dr. Edward C. Curnen, Jr., professor and chair- 
man of the Department of Pediatrics, presented 
three lectures at the Pediatric Postgraduate Con- 
ference at Galveston, Texas, recently. 

Dr. Curnen spoke on “Current Status of Im- 
munization Procedures,” “Diseases Associated with 
Enteric Viruses,” and “Diagnostic Evaluation of 
Viral Infections.” 

Some 150 persons from throughout North Caro- 
lina met for the Second Annual Governor’s Con- 
ference on Occupational Health recently. 

The conference, called by Governor Luther 
Hodges, was held at the University of North Caro- 
lina School of Medicine. Dr. William P. Richardson 
of the School of Medicine presided over the day- 
long program. 

sk 

Fifty physicians and others interested in the 
field of occupational health from a three-state area 
attended the Fifth Annual Seminar on Occupa- 
tional Health at the University of North Carolina 
School of Medicine recently. 

The annual meeting was sponsored by the 
School of Medicine, the Occupational Health Com- 
mittee of the Medical Society of the State of North 
Carolina and the Liberty Mutual Insurance Com- 
pany. Persons attending the seminar came from 
North Carolina, South Carolina, and Virginia. 


RANDOLPH COUNTY MEDICAL SOCIETY 
The Randolph County Medical Society held 
dinner meeting at the Asheboro Country Club on 
February 26, with Dr. John Cochrane presiding. 
The scientific program consisted of a talk by 
Dr. W. F. Hollister of Pinehurst on “Third Party 
Encroachment.” Dr. Hollister is a member of the 
committee of the State Society studying third 
party encroachment upon the practice of medicine 

in North Carolina. 
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ROBESON COUNTY MEDICAL SOCIETY 

The monthly meeting of the Robeson County 
Medical Society, was held on February 3, in 
Lumberton. 

The scientific program was the first annual ad- 
dress sponsored by the Robeson County Chapter 
of the American Cancer Society and was presented 
by Dr. Wayne Rundles, professor of medicine, 
Duke University School of Medicine. He gave an 
excellent discussion, illustrated with slides, on 
“The Chemotherapy of Cancer.” Members of the 
executive committee of the Robeson County Chap- 
ter of the American Cancer Society were guests 
of the Society, and they hope to make this address 
an annual affair. 

Drs. Lloyd Curtis McCaskill and E. C. Coley 
were elected as new members of the Society. 


EDGECOMBE-NASH MEDICAL SOCIETY 
The Nash-Edgecombe Medical Society held its 
regular meeting in Rocky Mount on February 12. 
Speaker for the evening was Dr. Walter Hol- 
lander of the Department of Medicine, University 
of North Carolina, whose topic was “The Clinical 
Evaluation of Renal Function.” 


FORSYTH COUNTY MEDICAL SOCIETY 
Dr. Kenneth Crispell, associate professor of med- 
icine, University of Virginia, spoke at the Forsyth 
County Medical Society’ held in Winston-Salem on 
March 11. His subject was “Some Problems in 
Diagnosis and Management of Thyroid Disease.” 


FORUM ON MEDICAL ECONOMICS 

Ten authorities will discuss “The Doctor and His 
Practice” in the first all-day Forum on Medical 
Economics to be held in Washington, D. C., on 
March 27, under the auspices of the Medical Coun- 
cil of the Washington Metropolitan Area and the 
William S. Merrell Company. Dr. H. Haskins 
Ferrell, Jr., of Alexandria, Virginia, and Theodore 
Wiprud of Washington are co-chairmen of the 
Forum. 


FIFTH INTERNATIONAL CONGRESS OF 
INTERNAL MEDICINE 

The world’s largest international gathering of 
scientists and clinicians concerned with internal 
medicine will take place in Philadelphia on April 
24-26 at the Fifth International Congress of In- 
ternal Medicine. In issuing the program Dr. T. 
Grier Miller, Philadelphia, the Congress president, 
noted that in addition to America’s leading intern- 
ists, 81 foreign speakers representing 27 other 
nations would participate in the Congress’ scien- 
tific program. 

Among the 81 foreign speakers will be leading 
physicians from the Soviet Union, Czechoslovakia, 
Hungary, Rumania, and Poland. In announcing 
their participation, Dr. Miller said, “We are par- 
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ticularly pleased at the acceptance by these phy- 
sicians of our invitation to join us at this Inter- 
national Congress. Their participation emphasizes 
that medical science knows no geographical or 
political barriers. It also represents immediate 
voluntary and professional implementation of Pres- 
ident Eisenhower’s invitation, given in his recent 
State of the Union Message, to the Soviet Union to 
join with us in cooperative medical research for 
the betterment of the health of mankind through- 
out the world.” 

It is expected that most of the Congress dele- 
gates will also attend the 1958 Annual Session of 
the American College of Physicians being held in 
Atlantic City, April 28 to May 2, immediately 
after the Congress. 

Information and registration forms for the Con- 
gress can be obtained by writing Mr. E. R. Love- 
land, Secretary-General, Fifth International 
Congress of Internal Medicine, 4200 Pine Street, 
Philadelphia 4, Pennsylvania. 


NEWS NOTES FROM THE 
AMERICAN MEDICAL ASSOCIATION 
Doctors to Head West For A.M.A. 
Annual Meeting in June 
Between 12,000 and 15,000 physicians’ will 
journey westward in June to attend the American 
Medical Association’s one hundred seventh annual 
meeting in San Francisco. Convenient center for 
the scientific and technical exhibits, films, color 
TV and lectures will be the Civic Auditorium, the 
adjacent new Plaza Exhibit Hall, and other sur- 
rounding buildings. Headquarters for the House of 
Delegates sessions will be the Sheraton-Palace 

Hotel. 

Two high school winners of A.M.A. scientific 
awards at the National Science Fair again will dis- 
play their prize exhibits. In addition, the top 
winners of the intern-resident and medical student 
exhibit classifications at the Student A.M.A. con- 
vention this spring will be invited for the first 
time to exhibit at an A.M.A. meeting. 

Registration officially opens at the new Plaza 
Exhibit Hall Monday, June 23, at 8:30 a.m. and 
closes Friday noon. Advance registrations will be 
accepted Sunday, June 22, from 12 noon to 4:00 
p.m. The Scientific and Technical Exhibits will be 
open to A.M.A. physician-members only on Tues- 
day and Wednesday mornings. 


A.M.A. Prepares New Placement Aid 

A new throw-away leaflet—“Look Before You 
Leap”’—is being produced by the A.M.A.’s Phy- 
sicians Placement Service as a check list for phy- 
sicians seeking a location. Since many physicians 
still apparently are not aware of the placement 
services available to them through their state 
medical associations and the American Medical 
Association, this leaflet will be distributed in ade- 
quate supplies to state societies, hospitals and 
medical schools. 


| 
fi 


NORTH CAROLINA MEDICAL JOURNAL March, 1958 


debilitated 


elderly 


WHEN | diabetics 
YOU TREAT infants, especially prematures 
INFECTIONS 
IN PATIENTS those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) ycin plus My 


° for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 

2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 25 PATIENTS ON 25 PATIENTS ON 


(125 mg./125,000 u.), bottles of 16 
and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 


u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 cc. dropper bottles, Before therapy of therapy Before therapy of therapy 


@ © 
4 A Squibb Quality— ee e0000 

the Priceless Ingredient eeseo & 


SQUIGB Monilial overgrowth (rectal swab) None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 


SQUIBB 


*MYSTECLIN, AND “SUMYCIN” ARE SQUIBG TRADEMARKS 
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A.M.A. Offers Booklet on Problems of Aging 

A series of articles dealing with various health 
problems of aging have been reprinted in booklet 
form from the Journal of the American Medical 
Association. Four of the 11 titles in the series 
are: “The Oldster and His Doctor”; “Stress and 
Exhaustion”; “Rehabilitation and _ Restorative 
Services,” and “Preparation for Retirement Is a 
Must.” Copies of the booklet are available on re- 
quest from the A.M.A.’s Council on Medical Serv- 
ice. 


AMERICAN HEARING SOCIETY 


Instead of a one-week observance to acquaint 
the public with the problems of hearing loss, the 
American Hearing Society, Washington, D. C., has 
changed to a month-long promotion, Better Hear- 
ing Month, for May, 1958. 

This expanded campaign in public education 
will focus on publicizing ways to prevent deafness, 
to rehabilitate the hard of hearing, and to alert 
parents to the need for early detection and prompt 
medical treatment of hearing loss in young chil- 
dren. It is estimated there are 15 million acoustic- 
ally handicapped persons in this country and that 
some 3 million of these are children, many of pre- 
school age. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 
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AMERICAN COLLEGE OF SURGEONS 

A Joint Action Program aimed at preventing 
accidents and improving care of accident victims 
was announced recently by the American College 
of Surgeons, the National Safety Council, and the 
American Association for the Surgery of Trauma. 

The announcement was made by Dr. I. S. Ravdin 
of Philadelphia, chairman of the Board of Regents 
of the American College of Surgeons, following a 
Board of Regents meeting recently at which 
plans for the joint action program were approved 
by the College. 

As outlined by the representatives of the three 
participating organizations, the program will in- 
clude: 

1. Public education in accident prevention and 

handiing of the injured. 

2. Employment of joint state and local commit- 
tees of the American College of Surgeons and 
National Safety Councils, together with other 
interested surgeons safety engineers, and pub- 
lic officials to formulate safety plans for local 
communities. 

3. Possible registration of unusual cases of in- 
jury. 

4. Proposed investigations of emergency care 
of traffic injuries. 

. Model legislation to require adequate training 
in first aid and transportation of the injured 
for ambulance attendants, policemen and fire- 
men. 

3. Cooperation in the production and improve- 
ment of training materials and instructional 
aids dealing with problems in handling the 
injured. 


BLUE CROSS COMMISSION 

A Freedoms Foundation Award for outstanding 
contribution to Americanism during 1957 has been 
won by the Blue Cross Commission of the Amer- 
ican Hospital Association. 

The award, a bronze medal cast in honor of 
George Washington, was made to the Blue Cross 
Commission for its program encouraging the use 
of discussion as a learning and educational tool 
in the nation’s schools. It was announced during 
ceremonies at Valley Forge on Washington’s Birth- 
day, February 22. 


TOBACCO INDUSTRY RESEARCH COMMITTEE 

A new $500,000 appropriation raises to $2,700,- 
000 the amount the Tobacco Industry Research 
Committee has made available for scientific re- 
search on tobacco and health since 1954, it was 
announced by Timothy V. Hartnett, chairman. 

“This money is made available to the Scien- 
tific Advisory Board to make grants-in-aid to in- 
dependent scientists studying the problems of can- 
cer and heart disease and the questions that have 
been raised concerning smoking in connection with 
health,” Mr. Hartnett said. 
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WORLD MEDICAL ASSOCIATION 


Thirty-Second Session 

The Council of The World Medical Association 
will convene for its thirty-second session at La 
Confédération des Syndicats Médicaux Francai 
Paris, France, May 3-10. The deliberative Coun- 
cil Session, or mid-year meeting, receives reports 
on the various activities of the Association and 
determines the General Assembly agenda. 


Twelth General Assembly 
The twelfth General Assembly of The World 
Medical Association will be held at the Parliament 
House, Copenhagen, Denmark, August 15-20. In- 
formation on the program of this meeting will be 
available at the Secretariat of The World Medical 
Association, 10 Columbus Circle, New York 19, 
New York in April or May. 
World Medical Periodicals 
The second edition of World Medical Periodicals 
published by The World Medical Association (1957) 
is now available. Orders should be addressed to: 
The Editor, British Medical Journal, Tavistock 
Square, London W.C.1, England. 


DEPARTMENT OF THE ARMY 

Ways in which the practicing physician may 
guard against malpractice claims are set forth by 
Lieutenant Colonel Raymond Coward, Judge Advo- 
cate General’s Corps, in his article, “Malpractice 
and the Service Doctor,” in the February issue of 
the Armed Forces Medical Journal. 

The Colonel gives a ten point guide which will 
enable the physician, in the Armed Forces or in 
private practice, to avoid or at least reduce the 
number of medical professional liability claims. 

These points include: (1) avoid careless remarks 
about the medical treatment the patient may have 
previously received from another doctor; (2) keep 
thorough, accurate, complete medical records; (3) 
make thorough examinations of the patient; and 
(4) do not experiment with unproven medicines. 


VETERANS ADMINISTRATION 

A new synthetic drug, thiocarbanidin, will be 
tested against tuberculosis by Veterans Adminis- 
tration, the agency announced recently. 

VA doctors hope the new compound may prove 
to be an acceptable substitute for PAS, one of the 
widely used TB drugs. 

Thiocarbanidin is given by mouth in _ small 
doses, and its therapeutic effect is reported to be 
similar to that of PAS, VA said. 

The new drug will be given to VA patients in 
combination with streptomycin or isoniazid. The 
agency is developing plans as to which hospital 
will use thiocarbanidin, how long the study will 
be, and the number and type of patients to be 
selected. 
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UNITED STATES ATOMIC ENERGY 
COMMISSION 


The U. S. Atomic Energy Commission has 
awarded fifty-one unclassified life science research 
contracts in the fields of medicine, biology, en- 
vironmental sciences, radiation instrumentation, 
and special training. The contracts were awarded 
to universitites and private institutions as part 
of the AEC’s continuing policy of assisting and 
fostering research and development in fields re- 
lated to atomic energy as specified in the Atomic 
Energy Act of 1954, and as amended in 1956. 


U. S. DEPARTMENT OF HEALTH, EDUCATION, 
AND WELFARE 


A special effort to have children under 5 vac- 
cinated against polio has been announced in the 
wake of new evidence that this is the age group 
with the highest attack rate for paralytic polio. 

Surgeon General Leroy E. Burney of the Public 
Health Service said he has called this information 
to the attention of the American Academy of 
Pediatrics and the American Academy of General 
Practice and that both will encourage vaccination 
of children under 5. 

The Public Health Service will continue to urge 
vaccination of all persons under 40, with special 
emphasis on the under 5 age group. 


New Muscle Relaxant 

A new oral drug for relaxation of skeletal mus- 
cle spasm, offering more prolonged action than 
commonly used muscle relaxants, is being intro- 
duced to the medical profession by McNeil Lab- 
oratories, Inc. 

Henry S. McNeil, president of the pharmaceu- 
tical firm, identified the drug as 5-chlorobenzoxa- 
zolinone, or chlorzoxazone. Developed in a five- 
year research program, it will be available to 
physicians under the trade-mark Paraflex. 

In two years of clinical investigation, it has 
been found that a small dose of Paraflex relieves 
muscle spasm for six hours in virtually all cases, 
making it possible to maintain therapy on three 
doses per day, each dose being one or two tablets. 


Classified Advertisements 


WELL ESTABLISHED Diagnostic Clinic in the 
Southwest needs orthopedist, ophthalmologist, 
pediatrician, allergist and internist. Must be 
Board recognized or qualified for examination. 
Excellent working conditions in Clinic Building. 
New, modern hospitals available. Expanding 
economic area. Delightful year round climate. 
Ample religious, social, educational and recrea- 
tional facilities. Gerald H. Teasley, M.D., South- 
ern Clinic, 401 East Fifth Street, Texarkana, 
Arkansas-Texas. 
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ADVERTISEMENTS 
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EFFECTIVE, DEPENDABLE THERAPY FOR VAGINITIS 


results for 
trichomoniasis 
have been best 
and more 
consistent’ 
using 
Floraquin...” 


Floraquin’ eliminates 
trichomonal and mycotic infection; 
restores normal vaginal acidity 


Leukorrhea is by far the most frequent symp- 
tom of vaginitis; trichomonads and monilia are 
the most common causes. Many authors have 
reported? trichomonal protozoa in the vagina 
of 25 per cent of obstetric and gynecologic 
patients. Increased use of broad spectrum 
antibiotics has resulted in a sharp rise in the 
incidence of monilial infections. 

Floraquin effectively eradicates both tricho- 
monal and monilial vaginal infections through 
the action of its Diodoquin® content. Floraquin 
also furnishes boric acid and sugar to restore 
the normal vaginal acidity which inhibits patho- 


gens and favors the growth of protective Déder- 
lein bacilli. 

Pitt! recommends vaginal insufflation of 
Floraquin powder daily for three to five days, 
followed by acid douches and the daily inser- 
tion of Floraquin vaginal tablets throughout one 
or two menstrual cycles. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of 
Medicine. 


1. Pitt, M. B.: Leukorrhea. Causes and Management, J. M. 
A. Alabama 25:182 (Feb.) 1956. 

2. Parker, R. T.; Jones, C. P., and Thomas, W. L.: Pruritus 
Vulvae, North Carolina M. J. 16:570 (Dec.) 1955, 
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Significant Robins research discovery: 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 


outstanding clinical properties: 


® Highly potent and long acting.** 


*Relatively free of adverse side effects.'7***” 


* Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 


* Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'***” 


CLINICAL RESULTS 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discogenic disease 
and postoperative 

orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 
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Highly specific action 


RoBAxIn is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%,"*4%7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 


Indications —- Acute back pain associ- 
ated with: (a) muscle spasm secondary to 


WITH ROBAXIN IN ACUTE BACK PAIN('.2.4.¢.7 


sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 


NO. OF 
CASES 


18 


72 


(d) muscle spasm secondary to discogenic 
disease and postoperative orthopedic 


procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 


DURATION RESPONSE 
TESATeAaNT OSE PER DAY (divided) marked med. slight neg. SIDE EFFECTS 
2-42 days 3-6 Gm. 17 1 0 O | None, 16 
Dizziness, 1 
Slight nausea, 1 
1-42 days 2-6 Gm. 8 1 3 None, 12 
Nervousness, 1! 
4-240 days 2.25-6 Gm. 4 1 0 None, 5 
2-28 days 1.5-9 Gm, 24 3 0 None, 25 
Dizziness, 1 
Lightheaded- 
ness, 2 
Nausea, 2 * 
3-60 days 4-8 Gm. 6 f0 [0 None, 6 
on 


Dosage — Adults: Two tablets 4 times 
daily to 3 tablets every 4 hours. Total daily 
dosage: 4 to 9 Gm. in divided doses, 


Precautions — There are no specific con- 
traindications to Robaxin and untoward 
reactions are not to be anticipated. Minor 
side effects such as lightheadedness, dizzi- 
ness, nausea may occur rarely in patients 
with unusual sensitivity to drugs, but dis- 
appear on reduction of dosage. When ther- 
apy is prolonged routine white blood cell 
counts should be made since some decrease 
was noted in 3 patients out of a group of . 
72 who had received the drug for periods 
of 30 days or longer. 


References: 1. Carpenter, E. B.: Publication pending. 2. Carter, 
C._H.: Personal communication. 3. Forsyth, H. F.:° Publication 
pending, 4. Freund, J.; Personal communication. 5. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. 
46:374, 1957. 6. Nachman, H. M.: Personal communication. 
7. O'Doherty, D.: Publication pending. 8. Truitt, E. B., Jr., and 
Little, J. M.: J. Pharm. & Exper. Therap. 119:161, 1957, 


Supply — Robaxin Tablets, 0.5 Gm., in 
bottles of 50. 


A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmoceuticals of Merit since 1878 
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How to provide unsaturated fatty acids 
without dieting 


‘With type as well as amount of fat in the human 
diet now assuming such importance, the new 
role of corn oil as a source of unsaturated fatty 
acids has prompted these questions: 


1 What is the role of unsaturated fats in 
the daily diet? 


"answer: There is now ample clinical evidence 

~~" that unsaturated fats tend to lower 
the serum cholesterol level of human 
subjects, whereas saturated fats have 
the opposite effect. 


2 How much of the important unsaturated 
fatty acids does corn oil provide? 


MAZOLA Corn Oil yields an average 
~ of 85 per cent unsaturated fatty acids. 
100 grams of MAZOLA will yield: 53 
grams of linoleic acid and 28 grams of 
oleic acid; it also provides 1.5 grams 
of sitosterols, and only 12 grams of 
saturated fatty acids, 


3 What is the best way to provide unsatu- 
rated fatty acids? 


By balancing the types of fat in the 
daily diet. Many doctors now agree 
that from one third to one half of the 
total fat intake should be in the form 
of a vegetable oil such as corn oi 
(MAZOLA). 


4 How is corn oil most easily taken in the 
usual daily diet? 


There is no need to disturb the daily 
routine of meals or to have separate 
diets for individual members of the 
family. MAZOLA Corn Oil can be 
used instead of solid fats in preparing 
and cooking foods, it is also ideal for, 
salad dressings. 


answer: 


5 How can | obtain further information on 
the value of corn oil as a source of un- 
saturated fatty acids? 


The subject is reviewed in the book 
“Vegetable Oils in Nutrition.” Also 
available is a recipe book for distribu- 
tion to your patients. It tells how to 
use corn oil in everyday meals. Both 
books will be sent free of charge to 
physicians, on request. 


answer: 


. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 
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Too Old 


-Tranquilizers, 


e ; The psychological needs of the elderly confront physicians with one of their most 
; perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 


reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.”* 


. » » ATARAX is safe 


Yet even in the aged, ATARAX has given “no evidence of toxicity. . .. Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities."* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.”* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. .. does not impair psychic function and has a minimum of side effects. 


... It appears that ATARAX is a safe drug... .”* 


These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both.so readily acceptable to the elderly. 


*Documentation on request AT R 


(BRAND OF HYDROXYZINE) 


ATARAX. 


in any 
hyperemotive 
for childhood behavior disorders 
: 10 mg. tablets—3-6 years, one tab- Medical Director 


let t.i.d.; over 6 years, two tablets 

t..d. Syrup—3-6 years, one tsp. 

t.i.d4 over 6 years, two tsp. t.i.d. 
for adult tension and anxiety 

25 mg. tablets—one tablet q.i.d. 

Syrup—one tbsp. q.i.d. 
for severe emotional disturbances 

100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 mg. 
(1-2 cc.) intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
ied: Tablets, bottles of 100. Syrup, 
pint botties. Parenteral Solution, 10 cc. tn, 
multipie-dose vials. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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Announcement 


of a New 


Major Hospital Policy 


and 


Business Expense Policy 


DAA ASAIO 


WG 


approved by 


QQ 


SS. 


The Medical Society of North Carolina 
for Its Members 


SSSS 


You will receive literature, giving full details, within a few days 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
J. C. Murphy John Carson j 


108 East Northwood Street 
Across Street from Cone Hospital 
GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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FAST 
RELIEF... 
AND 
ON 
THE 
JOB 


IN ALL DIARRHEAS... REGARDLESS OF ETIOLOGY 


comprehensive ( Mi 0 Mi y ( N 


SULFASUXIDINE > PECTIN-KAOLIN-NEOMYCIN SUSPENSION 


SOOTHING ACTION... Kaolin and pectin coat and soothe the inflamed mucosa, ad- 
sorb toxins and help reduce intestinal hypermotility. 

BROAD THERAPY... The combined antibacterial effectiveness of neomycin and 
Sulfasuxidine is concentrated in the bowel since the absorption of both agents 
is negligible. 

LOCAL IRRITATION IS REDUCED and control is instituted against spread of infective 
organisms and loss of body fluid. 


PALATABLE creamy pink, fruit-flavored CREMOMYCIN is pleasant tasting, readily 
accepted b tients of all ‘ 


% Sulfasuxidine is a trade-mark of Merck & Co., Ine. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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NICOZOL 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 
sule and elixir forms. Each 
capsule or % teaspoonful toa 


contains: 
NORMAL 


Pentylenetetrazol..100 mg. 


Nicotinic Acid 50 mg. 
1. Levy, S., JAMA., 153:1260, 1953 B EHAVIOR 
PATTERN 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


L 
K | 
\ 
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an orally effective DECONGESTANT, ANALGESIC, 
_ANTIPYRETIC and ANT! IHISTAMINIC. The inclusion of ; 


ne ang rnenyrepnrine | Comms, PRO 
| ESL PRODUCTS CoO., INC. 
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To the future... 


A young woman needs the help of those 
concerned with human welfare .. . to 
build and maintain a healthful future 
for herself and her children. 

A good diet is needed before preg- 
nancy to insure optimum growth of all 
tissues and adequate storage of calcium 
in the skeleton . . . and during preg- 
nancy to prevent any undue nutrient loss 
from maternal tissues, and to permit 
storage of nutrients in the body of the 
growing infant. Nutritional supple- 
ments are generally neither effective nor 
economical substitutes for a good diet 
and do not provide opportunity for cor- 
rection of faulty eating habits. Their 
use without evidence of deficiencies 
requires critical appraisal by obstetri- 
cians, according to conclusions of a 
team of scientists who studied dietary 
intakes of more than two thousand preg- 
nant women, evaluating health and nu- 
tritional status of mothers and infants. 

Among 404 pregnant women on mar- 
ginal diets, incidence of prematurity 
was found to be greater among those 
whose nutrient intakes were lowest. Of 
227 mothers whose diets were rated best, 


This Advertisement is One of a Series, 


4 per cent of the infants were premature. 
Of 177 mothers whose diets were rated 
poorest, 9.6 per cent of the infants were 
premature. The diets of these women 
were particularly low in calcium be- 
cause of a low milk intake. 

Four cups of milk each day during 
pregnancy ... and six cups during lac- 
tation... to drink... used in food prep- 
aration .. . as cheese or ice cream... . 
will provide most of the calcium needs 
of these reproductive periods . . . and 
generous quantities of high quality pro- 
tein and other essential nutrients. 

In planning meals for the mother-to- 
be, milk and milk products are founda- 
tion foods for good eating and good 
health. 


Reprints are Available Upon Request 


This information is reproduced in the 
by the Dairy Council Units in North Carolina. 


interest in good nutrition and health 


Winston-Salem 


106 N. Cherry St. 
Winston-Salem, N. C. 


High Point-Greensboro 


105 Piedmont Bldg. 
Greensboro, N. C. 


Durham-Burlington-Raleigh 


310 Health Center Bldg. 
Durham, N. C. 
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CHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula offering in one tablet the 
drugs often prescribed separately for treating upper respira- 
tory infections. 

Traditional and nonspecific nasopharyngeal symptoms 
of malaise and chilly sensations are rapidly relieved, and 
headache, muscular pain, and pharyngeal and nasal dis- 
charges are reduced or eliminated. 

Early effective therapy is provided against such bacterial 
complications as sinusitis, otitis, bronchitis and pneumonitis 
to which the patient may be highly vulnerable at this time. 

Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children reduced 
according to weight and age. 

Available on prescription only, 


TABLETS (Sugar-coated) 

Each tablet contains: 
ACHROMYCIN® Tetracycline ........... 
Caffeine 
Salicylamide ..... 
Chlorothen Citrate 
Bottles of 24 and 100 


SYRUP (Lemon-lime flavored) 

Each teaspoonful (5 cc.) contains: 

ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCl 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) . 

Pyrilamine Maleate ................... 

Methylparaben ......................... 

Propylparaben ................ 

Bottle of 4 oz. 


checks 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


symptoms 


prevents 
sequelae 


*Trademork 


120 mg. 


? 125 mg. 
30 mg. 
if 150 mg. 
25 meg. 
125 mg. 
i 120 mg. 
150 mg. 
25 mg. 
15 mg. 
4 mg. 
1 mg. 
} 
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Therapeutic Nutrition in Chronic Disease 


and Protein Nutrition 


in Vascular Disease 


\ \ hether the eventual solution of the problem of 
atherogenesis will come out of the field of dietetics, bio- 
physics, or pharmacology, one fact remains undeniable: 


Adequate protein nutrition is considered of impor- 
tance for the age group most commonly affected by 
disease of the vascular system, so that the demands of 
good nutritional health might be met. 


Meat is outstanding among protein foods. It supplies 
all the essential amino acids, and closely approaches the 
quantitative proportions needed for biosynthesis of 
human tissue. 


In addition, it is an excellent source of B vitamins, 
including Bs and By», as well as iron, phosphorus, potas- 
sium, and magnesium. 


When curtailment of fat intake is deemed indicated, 
meat need not always be denied the patient. Visible fat 
obviously should not be eaten. But the contained per- 
centage of invisible (interstitial) fat is well within the 
limits of reasonable fat allowance. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
\ phasized @ Large Trained Staff @ Individual Attention 
5 \ Poe @ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 


Your patients spend many hours daily in healthful out- 


T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
} | Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR 
Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director_-WalterH. Wellborn,Jr.,M.D. 


TA R re} N S R N G F LO R | D A Peter J.Spoto,M.D. Zack G. Gonzalez,M.D. 
Consu! in chiatr 
ON THE GULF OF MEXICO s.c.Worson, m.0. Philips, M.D. W. H. Bailey, M.D. 


Phone: Victor 2-1811 


when anxiety and tension “erupts” in the G. |. tract... 


GASTRIC ULCER 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation . . .i//) PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d, at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark © Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


| 300 DAYS 
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Specializing in your patients’ 


HOSPITAL, MEDICAL and SURGICAL 
insurance ptoblems makes the local 


AMERICAN HEALTH agent 


a valued ‘doctor's aid“ 


Your local AMERICAN HEALTH agent is a 
specialist...a career man in his chosen field. 
He earns a position of friendship and trust 
with efficient service and prompt handling of 
claims. He understands the problems of the 
medical profession. 


AMERICAN 
HEALTH 


INSURANCE CORPORATION 


300 St. Paul Place, Baltimore 2, Md. 


LVI 
local 
al 
Veo, 
if 
oe 
AMER/CAN 
| = 
} HEALTH \ MEV, 
INSURANCE 
. CORPORATION 
\PARENTS 
MAAGALINE 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation. 

Insulin Coma, Electroshock and Psychotherapy are employed. 
facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which 
for health and comfort. There are ample facilities for classification of patients, 


Wo. RAY GRIFFIN, Jr., M.D. 


RoBertT A. GRIFFIN, M.D. 
For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


The Institution is equipped with complete laboratory 


justly claims an all around climate 
rooms single or en suite. 


MARK A. GRIFFIN, Sr., M.D. 
MARK A. GRIFFIN, JR., M.D. 


when anxiety and tension “erupts” in the G. I. tract... 


DUODENAL ULCER 


PATHIBAMATE: 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of duodenal ulcer — without fear of barbiturate loginess, hangover or 
habituation .. .wth PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark ® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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when you encounter 


¢ respiratory infections 

¢ gastrointestinal 
infections 

genitourinary 
infections 


e miscellaneous 
infections 


forall 
tetracycline-amenable 
infections, 
prescribe superior 


Squibb Tetracycline Phosphate Complex 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 
Tetracycline phosphate 
complex equiv. to 
Supply: tetracycline HCl (mg.) Packaging: 
Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 
Sumycin Suspension (per 5 cc.) 125 2 oz. bottles 


Squibb Quality— 
7 ss Sumycin Pediatric Drops 100 10 ce. dropper bottles 
the Priceless Ingredient (per ce.—20 drops) 


“SUMYCIN® IS A SQUIBB TRADEMARK 


ea 4 
: 
fi 
& 
; 
4 
Wy, 
SQUIBB 


"It happened 
at work 
while he 
was putting 
oil in 
something" 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills--and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN | 
WENT AWAY FAST 


HURT Hi2 BACK REAL BAD 
tee FORPAIN 
} LASTS LONGE | 
excelfent for chronic or bedridden patients 
“demi” strength permits dosage flexibility to m 
PERCODAN formula with one-half the amount of salts 
4 of dihvdre yeodeinone homa 
AVERAGE ADULT DOSE: 1 tablet every 6 hours. w 
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DIABETES FOLLOWING TRANSIENT GLYCOSURIA* 


Diabetes 

— diet alone 
27 patients 
(21%) 


Diabetes 
Potentiai ~on insulin 
Diabetes 18 patients 
patients (14%) 
(13%) 


Non-Diabetic 
65 patients 
(52%) 


should a non-diabetic, 
transient glycosuria ever be 
considered unimportant? 


Never. A patient showing even a mild transient glycosuria should 
be observed for years as a diabetic suspect.* 


Ultimate diagnosis on 126 patients with a previous transient mild 
glycosuria. Twenty diabetics were discovered 5-10 years after a 
recorded glycosuria—10 diabetics after more than 10 years.* 


*Murphy, R.: Connecticut M. J. 2/:306, 1957. 


C0 LOR CA LI B RATE D CLI NITES T reagent Tablets 


the STANDARDIZED urine-sugar test 
for reliable quantitative estimations 


« full color calibration, clear-cut color changes 

+ established “plus” system covers entire critical range 

+ standard blue-to-orange spectrum long familiar to diabetics 
+ unvarying, laboratory-controlled color scale 


AN AMES COMPANY, INC «+ ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 45457 


3 
CLINI FOR MODERN PRACTIC 
ex! 
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“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. “Premarin,” 200 mg. meprobamate 


For undue emotional stress 
in the menopause 


WRITE SIMPLY... 


Supply: 

No. 880, PMB-200 

bottles of 60 and 500. 
No. 881, PMB-400 

bottles of 60 and 500. 


Also available as 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES ° New York 16, New York * Montreal, Canada 


“'Premarin®"’ conjugated estrogens (equine) Meprobamate licensed under U.S. Pat. No. 2,724,720 


when anxiety and tension “erupts” in the G. |. tract... 


ILEITIS 


Meprobamate with PATHILON® Lederie 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


*Trademark ® Registered Trademark for Tridihexethyi lodide Lederle 
t Lesterte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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the easiest-to-use x-ray table in its 4 


swi ough from fluoroscopy to 
vice versa). Self-guid-_ 
g distance. Nothing 

‘it without 


know why? look . . . 
1 On this board you select the bodypart you want to x-ray : 
2 Set its measured thickness 
3 Press the exposure button 


That‘s all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


Modest cost 
Excellent value 
Prestige ‘‘look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


CHARLOTTE 4, N.C., 1707 East Seventh Street Durham, N.C., P.O. Box 994 
Winston-Salem, N.C., 1016 Vernon Avenue 


4orizontal. vertical, interme. Choice of rotating or 
diate or Trendelenburg posi- stationary anode x-ray 
“tons by equipoise handrock tubes. Full powered. 
(or quiet motor-drive), 100 ma at 100 KVP. 
5 
| certainly the simplest avtomatic x-ray control ever devised a 
mali 6 
boteral arta arpa and 
4 handsome 
cabinet 
: \ 
matic 
diagnostic x-ray unit 
: 
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Both CENTRAL and 


SYNE 
\ANTITUSSIVE 


Central Antitussive Effect — mild, dependable 


Synephrine® hydrochloride... 
Topical Decongestion — prompt, prolonged 


Thenfadii® hydrochloride 

Antihistaminic and Expectorant Action 
Ammonium chioride 
Menthol 
Chloroform 
Alcohol 

Botties of 16 fi. oz. 


brand af and 
The (Brand oF thenyidiom ne), trademarns reg. U.S. Pat, 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


* Trademark © Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


ut 
PERIPHERAL 
} 4 ( 
} 
DECONGESTANT + ANTIHISTA MINI 
i 5.0 még. 
4.0 mg. 
j 0.0 mg 
LO 
| B% 
» 
4 
7 
| 
i} 
i} 
| 
\\ Lederte) 
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a more 
effective 
nasal decongestant 


TABLETS 


TOC (TIMED DISINTEGRATION CAPSULES) 


for prompt, | Realistic dosage of the potent vasoconstrictor, 


pore complete, phenylephrine hydrochloride, combined with the 


day-and-night relief in the 


dependable antihistamine, pyrilamine maleate... 

for mutually enhancing, oral efficacy in 
common cold clearing stuffy nose, combatting allergic turgidity, 

nasal allergies draining clogged sinuses, relieving postnasal drip. 


sinusitis | patients breathe easier, 
feel so much more comfortable 


: in in 
NADEC provides each tablet | each TDC* 
Phenylephrine HCI U.S.P. 10 mg. 15 mg. 


Pyrilamine Maleate U.S.P. 25 mg. 45 mg. 


*Timed Disintegration Capsule affords up to 8 hours relief. 


DOSAGE: | to 2 tablets p.c. Children | tablet, p.c. 
or | capsule b.i.d., 12 hours apart (adults) 


SUPPLIED: Bottles of 100 green tablets or orange 
Sample and literature from... T.D. Capsules 


THE TILDEN COMPANY Newlebanon, N.Y. 
Oldest Manufacturing Pharmaceutical House in America * Founded 1824 


: 
d 
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| 
for “This Wormy World | 
he 
| Pleasant tasting 
SYRUP - TABLETS - WAFERS 
| Eliminate PINWORMS IN ONE WEEK © 
| 
ROUNDWORMS IN ONE OR TWO DAYS © 
PALATABLE+> DEPENDABLE+ECONOMICAL 
| ‘ANTEPAR’ TABLETS - Piperazine Citrate, 2 50 
| ‘ANTEPAR’ WAFERS Piperazine Phosphate,500 mg. 
| BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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Prescription for Your Peace of Mind 


Among the many worries of the Professional Man is the worry 
about what will happen if he becomes disabled by sickness or 
accident. Chances are his professional income stops; there’s no 
boss to keep him on the payroll; no 30-day sick leave; no work- 
men’s compensation. Financial disaster might face his family 
and himself. 


Protection against that kind of disaster is the reason for Mutual 
of Omaha’s PROFESSIONAL MEN’‘S PLAN of accident and health 
insurance. Protect yourself by enrolling now in this plan designed 
to meet the special problems of the Professional Man. 


Full details without obligation. Address Professional Department, 
Mutual of Omaha. 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent : 
Winston-Salem, N. C. Wilmington, N. C. 
J. P. GILES, General Agent 
Asheville, N. C. 


* 
| 
BEX 
| 
i 
OF OMAHA | 
i 


H 
i 
| 
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relaxes 


both 


mind 


muscle 


cCmM-6058 


without 
impairing 
mental 

or physical 
efficiency 


well tolerated, relatively 
nontoxic / no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal stuffiness 
well suited for prolonged therapy 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


For anxiety, tension and muscle 
spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


2-methyl-2-m-propyl-1,3-propanedio! dicarbamate 


| THE ORIGINAL MEPROBAMATE 


| NEW BRUNSWICK, NEW JERSEY 
; 


| 
| 
| 
| AAC 
| 
| | 
| b | DISCOVERED & INTRODUCED BY 
| = 


Anxiety of pregnancy 


‘Miltown’ therapy resulted in complete 
relief from symptoms in 88% of pregnant 
women complaining of insomnia, anxiety, 
and emotional upsets.* 

‘Miltown’ (usual dosage: 400 mg. 
q.i.d.) relaxes both mind and muscle and 
alleviates somatic symptoms of anxiety, 
tension, and fear. 

‘Miltown’ therapy does not affect the 
autonomic nervous system and can be 
used with safety throughout pregnancy.* 


*Belafsky, H. A., 
Breslow, S. 
and Shangold, J. E.: 
Meprobamate in pregnancy. 
Obst. & Gynec. 
9:703, June 1957. 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


j 
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_ JOINTS INVOLVED IN GOUT 


INITIAL SUBSEQUENT 
ATTACK ATTACKS 


10% 
16% 
4% 20% 
68% 24% 18% 


joint pain followed by 9. of such as in 
long periods of complete remis- this case involving the olecranon 

sion. (Percentages refer to inci- bursa. 

dence.) 


URIC ACID 
CONCENTRATION 


= NORMAL RANGE GOUTY RANGE 


10 
6 


: mg.) every 1 to 2 hours until pain 


is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


* Urinary excretion of uric acid is approximately doubled. 
* Serum uric acid levels are reduced. 

* Uric acid deposits (tophi) in tissues are mobilized. 

* Formation of new tophi can often be prevented. 


* Fewer attacks and severity is reduced. 
RECOMMENDED DOSAGE: 0.25 Gm. (1% tablet) twice daily for Oo) 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


BENEMID is a trade-mark of Merck & Co., Inc. 
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THE FIRST PROVIDE 
THREEFOLD BENEFITS 


TROCHES 


 NON-NARCOTIC ANTITUSSIVE EFFICACY 
: SHOWN TO APPROXIMATE THAT OF CODEINE 


With the addition of a non-narcotic antitussive 
to troche medication, ‘PENTAZETS’ provides 

a new and extended therapeutic advantage in 
this convenient form of treatment. 


Treatment of the cough too, so often a 
troublesome symptom of sore throat, combined 
with wide-range antibiotic activity and 
soothing analgesic benefit, now offers threefold 
relief in a variety of throat irritations. 


And ‘PENTAZETS’ are pleasant-tasting, too, 
making them highly acceptable, especially 
to children. 


‘PENTAZETS’ contains: 


¢ Homarylamine—a new non-narcotic antitussive with cough 
control shown to approximate that of codeine. * Bacitracin- 
Tyrothricin-Neomycin—a combined antibiotic treatment 
against many pathogenic organisms with little danger of 
unfavorable side effects. * Benzocaine—a local anesthetic for 
soothing relief to inflamed tissues. Being slowly absorbed, 
it is especially beneficial for prolonged effect and benefit to 
surrounding areas. 


AND NOW COUGH CONTROL TOO Supplied: Vials of 12. 


Each ‘PENTAZETS’ troche contains: 


Homarylamine hydrochloride ........... 20 mg. 
Tyrothricin................. 
Neomycin sulfate 5 mg. 


(equivalent to 3.5 mg. neomycin base) 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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for your complete insurance needs .. . 


* PROFESSIONAL 
* PERSONAL 
* PROPERTY 


CHOSEN BY MEDICAL SOCIETY OF THE STATE 
OF NORTH CAROLINA FOR PROFESSIONAL 
LIABILITY INSURANCE 


THERE IS A ST. PAUL AGENT IN YOUR COMMUNITY 
AS CLOSE AS YOUR PHONE 


Head Office: Charlotte, North Carolina Service Office: Raleigh, North Carolina 
412 Addison Bidg. Edison 2-1633 323 W. Morgan Street. Temple 4-7458 


HOME OFFICE: 111 W. FIFTH STREET —-ST. PAUL 2, MINNESOTA 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


E. H. E. TAYLOR, M. D. J. TAYLOR VERNON, M. D. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climate is mild and invigorating at all 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 


tion and treatment. 
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SUPPLISD: 
CAPSULES contain 250 mg. tetracycline HCl 
equivalent (phosphate-buffered> and 250,000 
units Nystatin. ORAL SUSPENSION (cherry- 
faint Bach 4 cc. teaspoonful contains 
mg. tetracycline HC! equivalent (phos- 
- phate-buffered) and 125,000 units Nystatin. 


Basic oral dosage (6-7 me. per Ib. body weight 

per day} in the average adult is 4 capsules or 
8 tsp. of AcHRoSsTATIN V per day, equivalent 

to of Achromycin V. 


Combines ACHROMYCIN V with NYSTATIN 


ACHROSTATIN VY combines ACHROMYCINT V 

..- the new rapid-acting coral form of ACHROMYCINt 

Tetracycline ...noted for its outstanding 

effectiveness against more than 50 different infections 
and NYSTATIN ...the antifungal specific 

ACHROSTATIN V provides particularly effective 

therapy for those patients prone 

to. monilial overgrowth during a protracted course 

of antibiotic treatment. 


BEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. 
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SAINT ALBANS 


PSYCHIATRIC HOSPITAL 
RADFORD, VIRGINIA 


x 
SX WSS 
STAFF 


James P. King, M.D., Director 

Daniel D. Chiles, M.D. 

James L. Chitwood, M.D. 
Medical Consultant 


James K. Morrow, M.D. 
Thomas E. Painter, M.D. 
Clara K. Dickinson, M.D. 


Don Phillips 


Clinical Psychology: 
Ph. D. Administrator 


Thomas C. Camp, 
Artie L. Sturgeon, Ph. D. 
AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St. 


David M. Wayne, M.D. Beckley, W. Va. 
W. E. Wilkinson, M.D. 


PERFORMANCE WIT 
GREATER PERMANENCE | 
IN THE MANAGEMENT 


OF DERMATOSES... 
(Regardless of Previous Retractoriness) 


-Contirmed by . 
an impressive and 


growing body of published 
Clinical investigations 
a N CREAM 
Hydrocortisone O.5.% and Special Cval Tar Extract 5% 
~ATARBON (8°), in a-greaseless, stainiess vanishing cream base. 


Hydrocortisone 0.5%, Neomycin 0.35% (as Sulfate) and Spec 
Coal 5% BONIS) in an ointment base. 


* J.A.M.A. 166:158,1958; Welsh,A.L. and Ede,M. 


prompt remissions of ...acute phases.” 


with TARCORTIN 


gts REED & CARNRICK / Jersey City 6, New Jersey 


1, Clyman, S. G.: Postgrad. Med. 21:309, 1957. 

2. Bleiberg, J.: J. M. Soc. New Jersey 53:37, 1956. 

3. Abrams, B. P, and Shaw, C.: Clin. Med. 3:839, 1956, 

4, Welsh, A. L., and Ede, M.: Ohio State M. J. 50:837, 1954, 
5. Bleiberg, J.: Am. Practitioner 8:1404, 1957. 
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infant feeding 


Standard formulas for PREMATURES 


Breast milk is satisfactory for the feeding of 
prematures in spite of the low protein and 
mineral and high fat content. But eventual 
formula feeding should provide a high protein 
and carbohydrate to satisfy the rapid-growing 
needs of the premature and low fat content 
because of limited digestive capacity. 


Feedings of small prematures are most effec- 
tively administered by the indwelling poly- 
thene nasal catheter and of large prematures, 
by bottle with small nipples. 


The first six feedings should be a sterile 5% 
solution of Karo Syrup at 2 to 3 hour intervals; 
for subsequent feedings, breast milk or for- 
mula should be added in gradually increasing 
amounts according to tolerance and require- 
ments, as indicated in the table below. 


Initial feeding schedules 
for premature infants 
(Feedings Started After 36 Hours and Continued 
at 2 to 3 Hour Intervals) 


FEEDINGS COMPOSITION QUANTITY 
First Six 5% Karo 2-5 mi. 
7th and 8th 2 parts 5% Karo 6-10 mi. 
1 part breast milk 
or formula 
9th and 10th 1 part 5% Karo 8-16 mi. 
1 part breast milk 
or formula 
l1th and 12th 1 part 5% Karo 10-18 mi. 
2 parts breast milk 
or formula 


Subsequently Breast or formula feeding 12-20 mi. 


ADVANTAGES OF KARO® IN INFANT FEEDING 


Composition: Karo is a su- 
erior maltose-dextrin mixture 
cause the dextrins are non-fer- 
mentable and the maltose is 
rapidly transformed into dextrose 
which requires no further digestion. 


Concentration: Volume for 
volume Karo furnishes twice as 
many calories as similar milk 
modifiers in powdered form. 


urily: Karo is processed at 
sterilizing temperatures, sealed 
for complete hygienic protection 
and devoid of pathogenic or- 
ganisms. 


Low Cost: Karo costs 1/5th as 
much as expensive milk modifiers 
and is available at all food stores. 


wnt, Medical Division 
i CORN PRODUCTS REFINING COMPANY 
ene’ 17 Battery Place, New York 4,N.Y. 
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THE 


KEELEY 
INSTITUTE 


447 W. Washington 
NORTH CAROLINA © 


Out-Patient Clinic 
nd For Rehabilitation of 
The ALCOHOLIC 


. AF. Fortune, MD: Medical Director 


Ben F. Fortune, MD: Associate Medical Director 
R. H. Dovenmuehle, MD: Consultant in Psychiatry 
In-patients are accepted in state of acute 
alcoholism. No waiting — required. 


NEW “flavor-timed’’ dual-action 
CORONARY VASODILATOR 


for immediate 


ANGINA PECTORIS 


sustained relief 


NITROGLYCERIN — 


0.4 mg. (1/150 grain)—acts quickly 


CITRUS “FLAVOR-TIMER” — 


signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 


15 mg. (1/4 grain)—prolongs action (| will 
veh LABORATORIES NEw 18. NY 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 


1 tablet held under the tongue until citrus 
flavor disappears, then swallowed. 


Bottles of 100. 


The 


Thompson 
Homestead 


School 


FOR 
EXCEPTIONAL 
CHILDREN 


Year-round private 
home and school for 
infants, children and 
adults on pleasant 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAscom THOMPSON, Principal 


FREE UNION 


VIRGINIA 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 


= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
@ ARTHRITIC DISORDERS m= DERMATOSES 


j 
{ 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 

See package insert for specific dosages and precautions, 
1 mg. tablets, bottles of 50 and 500. 

4 mg. tablets, bottles of 30 and 100. 


Squibb Quality—the Priceless Ingredient 


“KENACORT® A SQUIER TRADEMARA 
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TUCKER HOSPITAL, INC. 
212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 
ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD DR. WEIR M. TUCKER 
DR. AMELIA G. Woop 


Dr. HOWARD R. MASTERS 
Dr. GEORGE S. FULTZ, JR. 
Dr. ROBERT K. WILLIAMS 


Castle's “999" AUTOCLAVE 
has everything! 


Style — An autoclave 
you'll want “right up 
front.” Everything’s en- 
closed in a streamline 
casing finished in soft 
decorator colors... 
Coral, Green or Silver- 


tone. 

Heart Strain 
run! only double- 
shell autoclave with a H with a 
single control for ev- ome Elevator 
erything . . . filling, 
stand-by service, and sterilizing. As easy as push-button 
radio tuning. 


STOP 
CLIMBING 
STAIRS 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 


Speed — Ultra fast! Double shell provides stand-by steam valids and older folks, with safe 
reserve for day-long sterilizing readiness . . . without push-button controls. Uses or- 
waiting dinary house current. Used in 
Safety — Foolproof! Safety door, safety fill, safety hundreds of nearby homes. Call 
timer, safety valve and cut-off . . . plus all-important or write today for free survey. 


safety to your patients. 
Convenience — A joy to own! Big 9x16 inch chamber, QHARE 
bulk supply rack, two oversized trays, one 81x15 inches. 
ELEVATORS 
Carolina Sur cal NT Com N Freight & Passenger Elevators 
Greensboro, North Carolina 
Charlotte e Raleigh 


706 TUCKER ST. 217 N OILLARD ST. R ke @ Augusta @ Greenville 
RALEIGH, N. C. DURHAM, N. C. 
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HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, psy- 
chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 


with BUFFERIN® 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.’) 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free Burrertn tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 
ANOTHER FINE PRODUCT OF BRISTOL-MYERO 


Bristol-Myers Company 
19 West 50 St., New York 20, N.Y 
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A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Brochure of Literature and Views Sent On Request - P. O. Box 1514 - Phone 5-3245 


Staf, PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 

JAMES K. HALL, JR., M.D., Associate 

CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 


Protection Against Loss of Income 
from Accident & Sickness as Well as 
Hospital Expense Benefits for You and 
All Your Eligible Dependents 


ALL PHYSICIANS 
SURGEONS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


PROFESSIONAL 
* MANAGEMENT 


BUSINESS CONSULTANTS 
TO THE MEDICAL PROFESSION 


AREA OFFICES 


CHARLOTTE. N. C. GEOFFREY H. SUTCLIFFE 
P.O. Box 4110 Vice Pres. & Manager 
TEL: EMerson 6-0052 


LOUISBURG, N. C. GORDON D. ZEALAND 
Vice Pres. & Manager 
TEL: 5721 


ASHEVILLE, N. C. JACK C. PETTEE 
Doctors’ Office Bidg. Vice Pres. & Manager 
TEL: ALpine 3-1483 


SOUTHERN PINES, N.C. J. FORREST JOYNER, JR. 
P.O. Box 818 Manager 
OXford 2-2101 


HOME OFFICE 


SOUTHERN PINES, N. C. HORACE COTTON 
P.O. Box 818 President & Exec. Director 
OXford 2-2101 


An Affiliate of Black & Skaggs Associates, Inc. 
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ARKE, 


SPECIFICALLY 
for petit mal 
and psychomotor seizures 


100 
KAPSEALS 
| DILANTIN 
SODIUM 


PARKE DAVIS & CO 


DAViI 


KAPSEALS* 


CELONTIN 


METHSUXIMIDE* 
0.3 GRAM 
Caution—Federal law 


prohibits dispensing 
without prescription. 


U.S, Patent 


alpha 
> 


Stock 15-525-4 
PARKE, DAVIS & CO 


CELONTIN 


(methsuximide, Parke-Davis) 


(100 
KAPSEALS 

MILONTIN 

IMIDE: 


0.5 GRAM 


PARKE DAVIS & CO 


& COMPANY 


(oo 528) 
KAPSEALS | 
| PHELANTIA | 
| 
~ 
| 
| without prescription 
- 
. 


DILANTIN® 


PHELANTIN® 


CELONTIN® 
MILONTIN® 


Clinical experience!» indicates that CELONTIN: 

+ provides effective control with minimal side effects in the treatment of 
petit mal and psychomotor epilepsy; 

« frequently checks seizures in patients refractory to other medications; 

« has not been observed to increase incidence or severity of grand mal 
attacks in patients with combined petit and grand mal seizures. 
Optimal dosage of CELONTIN should be determined by individual 
needs of each patient. A suggested dosage schedule is one 0.3 Gm. 
Kapseal daily for the first week. If required, dosage may be increased 
thereafter at weekly intervals, by one Kapseal per day for three weeks, 
to maximum total daily dosage of four Kapseals (1.2 Gm.). 
1. Zimmerman, FE T., and Burgemeister, B.: Arch. Neurol. & Psychiat. 72:720, 1954. 


2. Zimmerman, F. T., and Burgemeister, B.: J.A.M.A. 157:1194, 1955. 
3. Zimmerman, F. T.: Arch. Neurol. & Psychiat. 76:65, 1956. 


4 


the Parke-Davis family of anti-epileptics provides specificity 
and flexibility in treatment for convulsive disorders 


for grand mal and psychomotor seizures 

Sodium (diphenylhydantoin sodium, Parke-Davis) is supplied in a variety of 
forms —including Kapseals® of 0.03 Gm. and of 0.1 Gm. in bottles of 100 
and 1,000. 

Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 

for the petit mal triad 

Kapseals (methsuximide, Parke-Davis), 0.3 Gm., bottles of 100, 


Kapseals (phensuximide, Parke-Davis), 0.5 Gm., bottles of 100 and 1,000. 
MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


DETROIT 32, MICHIGAN 


24450 
15 
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in G.I. disorders 


‘Compazine’ controls tension 
— often brings complete relief 


In such conditions as gastritis, pylor- 
Ospasm, peptic ulcer and spastic 
colitis, “Compazine’ not only re- 
lieves anxiety and tension, but also 
controls the nausea and vomiting 
which often complicate these 


disorders. 

Physicians who have used “Com- 
pazine’ in gastrointestinal disorders 
—often in chronic, unresponsive 
cases—have had gratifying results 
(87% favorable). 


* 
Compazine 
the tranquilizer and antiemetic 


remarkable for its freedom from 
drowsiness and depressing effect 


Available: Tablets, Ampuls, Multi- 
ple dose vials, Spansule® sustained 
release capsules, Syrup and Sup- 
positories, 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 


4 
>. 
‘ 
y 
4 
: 
fae aw aN 
: 


